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PREFACE 


the extensive research | had undertaken in 1S95. It is 

titled: India’s Forgotten People and the Sickness of 
the Public Health Services: A Prescription for the Malady. 
In any class-polarised society, the rulers make active 
efforts to ‘forget’ the underclass; they want to erase them 
from their memories. There are Marie Antoinettes all through 
the history of mankind. | will once again quote the Czech 
writer, who said that 'man’s struggle against oppression 
is the struggle between memory and forgetfulness’. | have 
got together quantitative and qualitative data to draw cultural, 
social, demographic and the epidemiological profiles of 
India’s forgotten people, the conditions in which they live 
and die and how these data are organically linked with 
the health services that are accessible to them. 


have finalised the manuscript containing the report of 


For describing the ‘sickness’ of the public health system 
of the country, | have ventured to use the conventional 
format of clinical medicine: anatomy, physiology, etiology, 
pathogenesis, pathology, signs and symptoms, diagnosis 
as the basis of my prescription for the management of 
the malady. | had to have as many as 83 chapters, covering 
about 1400 computer pages. A summary of the proposed 
book is being serialised from the June-July issue of the 
Health for the Millions. Earlier, in 1985, | had written a 
massive book, which | had then considered as my magnum 
opus, with the title: Health and Family Planning in India: 
An Epidemiological, Socio-cultural and Political Analysis 
and a Perspective. 


When | look at what has been done in other parts 
of the world - South-East Asia, East Asia, Central Asia, 
West Asia, Africa and Latin America - the history of public 
health research and practice in South Asia stands out 
very distinctively from the rest. It had become impossible 
for me to overlook the distinct identity of the public health 
scholarship in South Asian Region. | felt impelled to draw 
a portrait of this distinctive South Asian identity. This is 
the genesis of this book. Incidentally, the ideas nurtured 
and aggressively promoted by most of the international 
and foreign aid.agencies, a number of schools of tropical 
medicine in Europe and the few remaining international 
divisions of the schools of public health in the USA carry 
their own ethnocentric overtones, which do not pay much 
heed to what has been done outside the intellectual frame 
they had inherited from the heydays of colonialism and 
imperialism. A very recent (June 1996) example of this 
trend is the WHO publication with the title: /nvesting in 
Health Research and Development. 


| had to concentrate to keep the focus only on the 
landmarks of the events which have given the Region its 
distinctive identity; this has to be an antithesis of 
comprehensiveness. Fortunately, during the pre-1947 period, 
when some major events had taken place, India accounted 
for as much as 98 per cent of the population of the Region. 
Events here also affected the other two smaller countries. 
After 1947 and then after 1971 two additional countries 
with big populations - Pakistan and Bangladesh - came 
into existence. However, despite this, post-1947 India accounted 
for about 70 per cent of the total population. Events in 
India during the post-1947 period have been discussed 
in two distinct phases - the first two decades and the 
subsequent three decades. 


| am determined that the post-1947 developments in 
the four countries should be described by those who have 
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been working in those countries and serve as complements 
to the situation as it developed in India during the half 
century since Independence. Some tentative reports on 
the situation in Pakistan, Bangladesh and Sri Lanka are 
presented by participants from these countries in the 
Preparatory Conference held in New Delhi on December 
16, 1996 for a proposed International Seminar on Impact 
of Structural Adjustment Programme on Health in South 
Asia, do not appear encouraging: 


“Professor Akbar Zaidi from Pakistan observed that Primary 
Health Care is very inadequate and private medical care 
has taken over the system. Presently, there are no alternative 
initiatives in the country. Given the affluence among the 
middle classes, the private sector has expanded. ..... The 


country lacks a health policy. There is little effort to even 
think on those lines.” 


“Professor Muzaffer Anmed from Bangladesh also mentioned 
that private medical industry is thriving in the country. .. 
all services are largely concentrated in urban areas. The 
decentralised health services are run through Thana Complex 
Dispensaries..... The doctors have lucrative private practice 
even as government functionaries.... The role of the NGOs, 
however, needs to be examined as they focus only on FP 
and MCH and they refuse to take up a Thana for service 
delivery... On the whole, he argued that the situation has 
worsened during the recent years and there is scope for 
examining these trends in details.” 


“Professor Nimal Attanayake of Sri Lanka said that there 
is a long tradition of Primary Health Care in Sri Lanka. 
However, the significant trend is that there is underutilisation 
and by-passing of lower level...... The quality of the public 
sector is also affected when the doctors, specially the 
specialists get attached to private hospitals.... The problem 
of devolution of financial power still exists between the 
central and provincial governments.” 


The inaugural issue of “Khoj Bin” - the Journal of 
Nepal! Health Research Council, 1997, presents a bleaker 
picture for that country (p.2): “Status of health in Nepal 
is too poor. Therefore, as in any other LDC, Nepal has 
too many problems of health and health services........ To 
many, it is impossible to solve the problems of health in 
Nepal.” | 


| hope, when the full picture emerges, the situation 
will be somewhat less forbidding. In any case, a central 
point made in this book on the subject of regional cooperation 
in health services development is that there is no alternative 
to development of endogenously generated competence. 
Indeed, the post-1947 experiences have amply demonstrated 
the fallacy of dependence on expatriate and/or NGO inputs. 
Scholars in public health in these countries have to learn 
from the experiences of other countries of the Region. 
| consider this book as a modest first step in this direction. 
There should be more interaction among concerned scholars 
of the Region. Technical assistance even from within the 
countries of the Region should be considered only after 
a great deal of scrutiny of the situation. However, this can 
certainly be a much lesser evil than getting expatriate 
‘experts’ through NGOs or aid agencies from outside the 
Region. 


The Executive Summary had to be made relatively 
lengthier as | wanted to include at least the main landmarks 
in the two and a half centuries’ history of health service 
development in the countries of South Asia. 


Professor Imrana Qadeer of the Centre of Social Medicine 
and Community Health of JNU, who is the organizer of 
the South Asian Regional Seminar on 'The Impact of Structural 
Adjustment Programme on Health' should take the credit 
for persuading me to undertake this daunting assignment. 
Unfortunately, as has happened on the previous occasions, 
| had to spend more than half of the time and energy 
devoted to this book in attending to various not very pleasant 
problems of its production. They related to some crucial 
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elements of the presentation; for example, identifying, 
locating, accessing, inserting and listing and typing of 
the references. | had to personally take over many of 
the routine functions involved in this process. That might 
account for many of the errors that might have crept into 
this book. | take the full responsibility. 


DEBABAR BANERJI, 
Professor Emeritus, 
Jawaharlal Nehru University. 


Nucleus for Health Policies and Programmes 
New Delhi 110017. 
August 21 1997. 
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EXECUTIVE SUMMARY 


concerning health and health services in South Asia 

in perspective. There are indeed numerous and very 
serious problems in the fields of health and health services 
in this Region. However, particularly in the recent years, 
there has been a tendency among some responsible international 
Organisations and foreign aid agencies to paint the conditions 
prevailing in this Region in colours that are darker than 
what is warranted by the available objective evidence. 
Indeed, the enormous amount of work done by scholars 
in this Region in studying health and health services in 
wider contexts, which involve important political, historical, 
socio-cultural, epidemiological and other such dimensions, 
distinguish this Region from all other parts of the world. 
This study required covering of an extensive area. To 
keep the size within manageable limits, here the time 
range will be limited to the period of the over two centuries 
following the colonial conquest of the country, and the 
following half-a-century since Independence, when the 
rulers, both the old and the new, had been promoting 
the ‘Western System of Medicine’. 


4a he main theme of this presentation is to put issues 


In the context of South Asia, the time span has a 
distinct dividing line 1947. The year 1971 marks yet another 
dividing line, when East Pakistan became Bangladesh. 
While Nepal had throughout remained an independent kingdom, 
the British colony of Ceylon also attained political freedom 
about this time. During the pre-1947 period, developments 


in India were almost synonymous with those of South 
Asia. Nepal and Ceylon, which formed a very small fraction 
of the population of the Region, were also deeply influenced 
by events in pre-1947 India. 


As a part of a long period of intellectual ferment, 
many indigenous systems of medicine have developed 
in the country, along with a rich tradition of folk medical 
practices which are based on its rich varieties of flora, 
fauna and minerals. 


The British colonial conquest of India in the mid- 
eighteenth century was the culmination of its efforts to 
get more favourable conditions for exploitation of the country 
and its people for imperialistic aims. It is a bitter irony 
that two and a half century later some Western countries 
have co-opted the elite ruling class of the country, who 
have retained many of the traits of their colonial rulers, 
to impose upon it unjust, unfair and iniquitous trade conditions, 
as manifested, for example, by the Structural Adjustment 
Programme (SAP), Trade Related Intellectual Property Rights 
Regimes and the unjust treaty which formed the basis 
of the founding of the World Trade Organisation. 


As in the case of the colonial rule, the power elites 
in the post-1947 period ensured that terms such as self- 
determination and democracy and involvement of the people 
in decisions which so vitally concern them remain, by and 
large, abstract propositions. The ‘forgotten people’ will 
thus have to initiate yet another phase of anti-imperialistic 
‘freedom struggle’ to wrest their rights from those who 
have usurped of political power. 


Induction of Western Medicine in India has been one 
of the components of the imposition of the dominating 
Western civilization on India. In the case of Western Medicine, 
two additional considerations were involved in the induction 
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process. First, the military formed the conduit for the 
induction. This is quite the reverse of what happened in 
the Western countries themselves. Second, Western Medicine 
was imposed on a pre-existing system of indigenous health 
practices which different strata of the society had developed 
over the millennia. It was thus almost ‘automatic’ that 
those who played the important roles in perpetuating 
the unjust colonial rule enjoyed the advantage of having 
access to Western medical services. Reciprocally, the 
exploited masses were kept out. | 


The rapid growth of the colonial organisation for the 
governance of the country led to the formation of a cadre 
of medical personnel, called the Indian Medical Service 
(IMS). The growth and development of the IMS is discussed 
in some detail because of it has played a key role in the 
making of the health services in the Region. In the course 
of their service in the IMS, the Indian officers were properly 
socialised and sanitised,so that they became the Brown 
Englishmen. Commenting on this aspect in relation to the 
medical education in 1929, B C Roy made some pertinent 
observations on the overwhelming dominance of the IMS 
in the health services. This outburst of B C Roy reflects 
the tensions of those days. It reflected very understandable 
frustration and anger among those Indian physicians who 
had acquired high qualifications but were denied access 
to a large number of key posts in the government simply 
because they did not join the IMS. However, this should 
not obscure some very positive outcomes. Domination of 
every aspect of the medical, public health, education, training 
and research work, both in the centre and in the provinces, 
ensured an integrated, holistic approach to health services. 


Establishment of three medical colleges in Calcutta, 
Bombay and Madras in 1835 was an important landmark 
in the history of health services in the country. These 
medical colleges followed the guidelines laid down by the 
General Medical Council of Great Britain. Perhaps no other 
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country outside the Western world could match India in 
this regard. China, incidentally, had its first medical college 
established in Peaking by the United Missionaries, as late 
as in 1925. Interestingly, the nursing profession was established 
in India at an early stage. Florence Nightingale took personal 
interest in developing the profession in the country. 


The deep interest of the colonial rulers in developing 
health services for its employees can be understood from 
the scraps of epidemiological data that have been culled 
out of the archives. For instance, it is stated that in the 
mid-nineteenth century as many as 69 out of every 1000 
fresh soldiers sent from Britain, died of various diseases 
during the first year of their arrival. This led to the setting 
up of cantonments and civil lines exclusively for the rulers 
and their army. The outbreak of a massive epidemic of 
plague towards the end of the century reinforced this 
trend. A large number of research and training institutes 
had been set up to strengthen the health organisation. 
A comparative study of the developments in India with 
those in other parts of the world outside Europe and USA 
at that time will show that it was way ahead of them in 
terms of laying firm foundations for health service development. 


The "“subaltern's" state of health and their access to 
health services was materially different from what obtained 
with the rulers. 


The colonial exploitation in the form of more ruthless 
extraction of revenues added substantially to their already 
miserable conditions. This made them much more vulnerable 
to diseases of various kinds and to famines and epidemics. 
At the very time when the disease load became much 
heavier, these ‘forgotten, people’ were fast losing access 
to the various mechanisms for coping with the problems 
which they had developed over the centuries, because 
the elites of the society, who have earlier been enriching 
the coping capacity through sustenance, if not development 
of the indigenous systems of medicine, transferred their 
loyalty towards the Western system. Two recent nation- 
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wide surveys on utilisation pattern of medical institutions 
revealed that expenditure for getting treatment for diseases 
was the second most common cause (next to dowry) of 
rural indebtedness among these impoverished people. In 
turn, indebtedness made them even more vulnerable to 
exploitation by their tormentors. 


On the eve of Independence, medical services were 
scattered and highly inadequate, not only in number but 
in kind of medical care they delivered. Rural populations 
in particular were starved of services. Some of India’s 
most eminent medical professionals like Dr B C Roy, Dr 
A.R Ansari, Dr Khan Saheb, Hakim Ajmal Khan, Dr Jeevraj 
Mehta and Dr N.M Jaisoorya, occupied leadership positions 
in the national struggle. Inspired by the welfare state movement 
in the United Kingdom and the socialised health services 
in the Soviet Union, they demanded a more egalitarian 
health service system and made this demand an important 
plank in the anti-colonial struggle. Dr B.C Roy’s Presidential 
Address at the All India Medical Conference at Lahore 
in 1929 is quoted extensively as it presents many important 
facets of the health services during the national movement. 
Another remarkable feature of the movement for health 
services of the people was the initiative taken by prominent 
persons in different parts of this vast country to start a 
large variety of institutions on a voluntary basis. 


An important feature of health policies, plans and 
programmes in India is that they originated during the 
national movement against colonial rule. The National Planning 
Committee (NPC) of the Indian National Congress was 
set up in 1938. The then President of the Congress, Subhash 
Chandra Bose, nominated Jawaharlal Nehru Chairman of 
the Committee. This Committee set up a Sub-Committee 
on National Health which made a penetrating assessment 
of the then health situation and health services in the 
country and recommended measures for their improvement. 
The Health Survey and Development Committee, generally 
referred to as the Bhore Committee, though it was setup 
by the British colonial authorities (1943), was greatly influenced 
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by the aspirations of the national movement. In fact, 
several of its influential members had been in the forefront 
of the struggle for independence. The Committee’s impact 
is clearly seen in the shaping of health services in independent 
India. The Report is to this day regarded as an authoritative 
document, not only because of its distinguished authorship 
but also because many of its proposals and recommendations 
continue to be pertinent and valid even today. The guiding 
principles adopted by the Bhore Committee were:(1) no 
individual should be denied adequate medical care because 
of inability to pay for it;(2) the health services should 
provide, when fully developed, all the consultant, laboratory 
and institutional facilities necessary for proper diagnosis 
and treatment;(3) the health programme must, from the 
beginning, lay special emphasis on preventive work; (4) medica! 
relief and preventive health care must be urgently provided 
as soon as possible to the vast rural population of the 
country;(5) the health services should be located as close 
to the people as possible to ensure maximum benefit to 
the communities served;(6) the active cooperation of the 
people must be secured in the development of the health 
programmes. The idea must be inculcated that, ultimately, 
the health of the individual is his own responsibility; (7) health 
development must be entrusted to the ministers of health 
who enjoy the confidence of people and are able to secure 
their cooperation. 


It is most essential to keep in mind the conditions 
prevailing at the time of the end of colonial rule in India 
in 1947. It was already densely populated. It was poverty 
stricken, which meant a very heavy load of diseases of 
various kinds. This vicious cycle had been at the root of 
and is reinforced by rapidly rising growth of the population. 
The population of India in the 1951 Census was 350 million; 
it is now over 950 million - an addition of 600 million. This 
is a colossal problem of human ecology, which gravely 
affects the health status of the people. Above all, 
Independence was associated with the Partition of the 
country with an additional cost of extensive communal 
riots and massive migration of frightened people seeking 
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refuge in other places. Thus, both India and Pakistan, 
that emerged as sovereign countries, had to suffer major 
upheavals which affected many facets of the lives of the 
people, including their health status and their access to 
health services. Bangladesh had to suffer additional birth 
pangs when the erstwhile East Pakistan became a sovereign 
state. Thus, based on acommon history of health services 
during the colonial rule, the present day India, Bangladesh 
and Pakistan have charted out their own paths for health 
service development during the last fifty years. The focus 
here will be principally on the post-1947 India, primarily 
because my familiarity is mostly confined to this country. 
It also so happens that even after the Partition, India 
contained about 70 per cent of the population of the Region. 


A passing reference has been made earlier to the 
politics and to the political economy of health and health 
services in the country. The privileged class, which provided 
the leadership to the anti-colonial movement, had to adopt 
an egalitarian stance, as reflected in the reports of the 
Sokhey and Bhore committees. While its class interests 
dominated its actions after the end of the colonial rule, 
the sheer democratic urges among the masses, which the 
ruling classes had kindled during the movement, coupled 
with their intrinsic egalitarian ideological convictions, impelled 
them to take some actions in health and other fields in 
the first two decades after Independence which placed 
the country very high among the newly emerging countries 
of the world. One example of this conviction was that 
‘protection and promotion of health and nutrition of the 
people’ was enshrined in the Directive Principles for the 
State Policy in the Constitution of India. 


The motive force generated by the political leadership’s 
commitment and the capacity of the health administrators 
belonging to the IMS to give concrete shape to the political 
vision, led to some far-reaching developments in the health 
services, in what | have termed as the Golden Two Decades 
of Public Health in India. Some the landmarks in the development 
process are Vertical Programmes; Primary Health Centres; 
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Social Orientation of Medical Education; Indigenous Systems 
of Medicine; Family Planning/Welfare Programme; Water 
Supply and Sanitation; Nutrition; Minimum Needs Programme; 
The Multipurpose Workers Scheme; The Community Health 
Volunteers (Guide) Scheme; The Statement of National 
Policy. 


From hindsight, it does not come as a Surprise that 
many of the programmes ended as resounding failures. 
Nevertheless, the mere audacity to dream has served to 
offer a framework for action when the conditions become 
more propitious. Furthermore, the two decades saw many 
successes, which singled out the country for admiration 
even beyond its boundaries. 


Almost an obsessive preoccupation with the family 
planning programme all through the next three decades 
at the cost of unpardonable neglect of the health service 
needs of the people, particularly the poor people, imposition 
of the so-called ‘international initiatives on health’ on the 
country during the last two decades by a formidable combination 
of ‘development aid’ agencies of many Western countries 
and international organisations and culminating in the early 
nineties in the massive open involvement of the Western 
countries controlled World Bank and the International Monitory 
Fund in shaping social (including health), economic and 
political policies of the country in the form of pressure 
for privatisation and the so-called Structural Adjustment 
Programme (SAP), are the major forces which led to the 
sharp decline in the quality of the health services in the 
country. This massive domination of key facets of life by 
profit seeking, market creating forces from Western countries 
bring back the memories of the colonial and imperialist 
activities of the British governments and the infamous 
East India Company. These three categories of factors 
will be very briefly referred to here. 


The year, 1967, marks an important milestone in the 


steep decline of the health services, which has ended up 
in the present state of its serious ‘sickness’. An all out 
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effort to push the family planning programme, by hook 
or by crook, has had a devastating impact on its poor 
cousin, the health services. The political leadership allowed 
the bureaucrats to make the people ‘targets’ of their own 
‘democratic’ government. In the course of time, as is 
their wont, bureaucrats rapidly expanded their sphere of 
influence and openly dominated the decision making process 
for which they were neither qualified, nor could they be 
held accountable for their decisions as they were frequently 
transferred to other ministries. Because of the overriding 
priority given to the programme, the plan allocations jumped 
a phenomenal 10,000 fold - from Rs 6.5 million in the 
First Plan to Rs. 65,000 million in the Eighth Plan. However, 
despite this, the population continued its relentless growth. 
These data provide strongest indictment of the bureaucrats 
who had totally hijacked the programme together with 
what is termed as ‘family planning related health programmes’. 


The daring declaration of self-reliance by the poor 
of the world at Alma-Ata brought swift and sharp response 
from the rich. They ‘invented’ the idea of Selective Primary 
Health Care to nip the Alma-Ata Declaration in the bud. 
The rich countries commandeered the till then highly respected 
and professionally competent organisations like the WHO 
and UNICEF to open a virtual barrage of some specific 
programmes selected by them. These programmes were 
an almost antithesis of the Alma-Ata Declaration: they 
caused considerable damage to the general health services 
by being given overriding priority over the latter; they 
were technocentric; they were imposed on the people from 
above; they were not proved to be cost-effective before 
their imposition; they made the poor countries dependent 
on the rich for funds, supply of vaccines and other logistic 
support. All these programmes, which have been conclusively 
shown to unsustainable, economically, administratively and 
epidemiologically, were, nevertheless, pushed through. 


The failure of the public sector personnel to perform 


their duties has created a very big ‘market’ for the private 
sector. An attempt has been made to give respectability 
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to this sector against the backdrop of SAP. SAP has 
also made the market more lucrative to this sector by 
enabling the rich to become richer. However, increasing 
dominance of this sector has brought in its wake all the 
features of a ‘free’ market - greed for profiteering; sub- 
standard medical practice; open violation of medical ethics; 
criminal medical negligence; and so on. Poor have to be 
at the receiving end in this scheme of things. While India 
is being exhorted by international banks to reduce public 
expenditure in health, it is conveniently forgotten that in 
Europe and in Japan the percentage of public expenditure 
in health is-over 80, while it is only 23 for India; even 
in the USA it is over 50 per cent. 


A devastating blow was struck in the first Union budget 
after India’s submission to the conditionalities laid down 
by the World and the International Monetary Fund (WB/ 
IMF). There was a 20 per cent cut in the allocation to 
health services as compared with the one in the previous 
year. This cut is without accounting for the rise in prices 
since then. Worse still was that the cut was much more 
on programmes meant for the many than on those meant 
for the few. The World Bank has produced three ‘technical’ 
documents on ‘health sector’ to articulate their thinking 
on the subject. They turn out to be documentary evidence 
of the lamentably poor level of scientific work done by 
personnel on behalf of the Bank. 


Both Kerala and Sri Lanka were the first areas in 
the Region, indeed in the world, which manifested some 
three decades ago the distinctive phenomenon of steep 
falls in the vital rates while they were still having a heavy 
load of poverty and hunger. It was observed at that time 
that both these population groups had high rates of literacy, 
particularly female literacy, a reasonably efficient public 
distribution system for subsidised food, had implemented 
land reforms and had good access to public funded health 
services. Since then this conventional wisdom has been 
called into question. 
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The prime movers for action to improve the situation 
must come from within the countries concerned. Even the 
common heritage shared by the countries can not justify 
any ‘prefabricated’ models: following what the international 
agencies call ‘global programmes’ is simply out of the 
question. Regional and international cooperation must be 
based on a solid foundation of endogenous public health 
competence. This should be the approach to be followed 
in developing regional cooperation in health service development 
in South Asia. Finally, as has been repeatedly pointed out 
in the foregoing, India provides rich data on how NOT to 
run certain programmes. 


Concerning the agenda for action for India, | would 
stress that adoption of a simplistic approach to such a 
complex system, as has been so often done in the past, 
leads to a prescription for disaster. It is asserted that this 
will require use of interdisciplinary research methodologies. 
By far the most urgent and important measure, which 
brook no delay, will be to create political conditions which 
will impel the political leadership to initiate steps to undo 
the enormous damage that has been inflicted on the system 
because of unforgivable neglect of the health services for 
the many years. Obviously, to respond to such political 
demands, the leadership will have to perform the crucial 
task of creating conditions for some of the most competent 
experts of the country to come together in some or all 
the key institutions to form ‘critical masses’ to rejuvenate 
the training, research and educational activities of these 
institutions. Personnel trained in these institutions will be 
groomed to fill key positions in the top administration of 
the health services, both at the Union and state levels. 
The vertical programmes will be integrated with the general 
health services with view to their ultimate transfer to the 
state health services. Similarly, the family planning department 
will be merged with the department of health at the Union 
and state levels. The question of increased budgetary 
allocations is being deliberately left to the last, because 
funding should be increased ONLY after it is ensured that 
the system has become efficient enough to make effective 
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use of whatever funds that are already available. 


Of the recommendations which will require extended 
time frames, top priority is to be assigned to give to 
primacy to the people. People’s response to epidemiologically 
assessed health problems will be used to choose people 
oriented technologies, which, in turn, will determine the 
organizational structures and management strategies. Efforts 
will be made on a priority basis to expand the capabilities 
of the panchayati raj and nagar palika institutions so that 
they can take over the responsibilities for running the 
public health services. Another very crucial element of 
the prescription for improvement will be to ensure that 
the programmes taken up for implementation are cost- 
effective. Programmes for manpower development will have 
to conform to the requirements of the cost-effective, optimised 
systems. An associated priority area will be development 
of a more appropriate cadre structure. 


For developing a mechanism for promoting regional 
cooperation for health service development, there are certain 
concepts, guiding principles and social and political commitments 
which are of lasting value and which can be used within 
a wide range of variations in the countries of this Region. 
Many of them have been referred to in the foregoing account 
of the health service development in the pre- and post- 
1947 periods, including those mentioned in the reports 
of Sokhey and Bhore committees. A large number of them 
have been brought together in the comprehensive Alma- 
Ata Declaration. Columbia deserves gratitude of the developing 
countries for mobilising the countries of the Non Aligned 
Movement as its current Chairman to push through the 
Resolution no.WHA 50/27 in the Fiftieth World Health Assembly 
to bring back the approach of Primary Health Care at the 
centre stage of WHO. Among other issues, the resolution 
‘requests the international and multilateral institutions and 
agencies: (1) to provide within their mandate, greater support 
and resources to facilitate health sector reforms in developing 
countries that is designed to achieve equity in health care 
for their populations, (2) to identify obstacles to health 
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for all and to support and uphold the self-reliance of 
these countries in charting their own path in health and 
human development, and, (3) to implement the relevant 
conclusions of the summits and conferences of the United 
Nations system that address health problems and and 
make recommendations in this field.’ 
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CHAPTER I 
INTRODUCTION 


concerning health and health services in South Asia 

in perspective. As will be pointed out later, there 
are indeed numerous and very serious problems in the 
fields of health and health services in this Region. However, 
particularly in the recent years, there has been a tendency 
among some responsible international organisations and 
foreign aid agencies to paint the conditions prevailing in 
this Region in colours that are darker than what is warranted 
by the available objective evidence. Their data base is 
suspect, to say the least; their analyses are superficial 
and highly slanted; often they have motives which are 
politically and market driven; and, above all, they are 
patently ahistorical and apolitical in coming to their conclusions. 
Indeed, the enormous amount of work done by scholars 
in this Region in studying health and health services in 
wider contexts, which involve the important political, historical, 
socio-cultural, epidemiological and other such dimensions, 
distinguish this Region from all other parts of the world. 
Lately, there have been stirings in the wider world to 
take cognizance of the new ideas developed in this Region 
and include them, along with other such ideas, under 
rubrics of ‘New Public Health’ or ‘New Approaches to 
Public Health’ (Mahler 1987), (Banerji 1988), (Ncayeyana 


T he main theme of this presentation is to put issues 


1995), (WHO 1992, 1996). 


It is recognised that such broad based analyses 
require a wide range of reasonably reliable and valid data, 
which are very hard to come by and harder still to acquire. 
| have to make this presentation within the very serious 
constraints of availability and accessibility of the vitally 
needed data. Indeed, one of the objectives of writing this 
monograph is to build some fundamental concepts and 
to use them in analysing the health services in the Region, 
only on the basis of data which pass the test of having 
a minimal level of validity and reliability. 


It is obvious from the foregoing that this study will 
require covering of an extensive area. First and foremost, 
health and health services will be located in the socio- 
cultural, ecological, economic and political settings of the 
countries of this Region. Then, studying of health and 
health services will require definition and analyses of highly 
complex systems, where a large number of components 
intimately interact with one another. Epidemiological dimensions 
of the myriad health problems prevailing in different parts 
of the Region, medical care and preventive, promotive 
and rehabilitative service institutions, starting from the 
lowest level to the highest, supposedly knit together to 
form regionalised systems, health human power development 
of various kinds to run the institutions, health information 
systems, evaluation and research organisations, are the 
main components of the complex system to be discussed 
in terms of the different countries and specific areas of 
individual countries of South Asia. The subject of this 
study also requires that these enormous and complex 
parameters are examined in a time dimension. Theoretically, 
this could take us to start from the water supply, drainage 
and sanitation periods of the Indus Valley Civilization. 
However, to keep the size within manageable limits, here 
the time range will be limited to the period of the over 
two centuries following the colonial conquest of the country 
and the following half a century since Independence, when 
the rulers, both the old a the new had been promoting 
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the ‘Western System of Medicine’. This term is preferred 
scientific or allopathic medicine, because it carries also 
a great deal of cultural and economic overtones of the 
Western industrialised countries, along with central ‘scientific’ 
core which has been evolving over the years as a result 
of application scientific methods. It may be emphasised 
that Western medicine is not ‘value-free’. 


In the context of South Asia, the time span has a 
distinct dividing line - 1947, when the composite India not 
only attained political freedom, but it also became two 
countries with the coming into being of Pakistan, with its 
Western and Eastern Wings. 1971 marks yet another dividing 
line, when East Pakistan became Bangladesh. While Nepal 
had throughout remained an independent kingdom, the 
British colony of Ceylon also attained political freedom 
about this time. These time divides are of great significance, 
because they marked the start of profound and very rapid 
changes in the countries of South Asia in every field, 
including changes health status and health services of 
the countries of this Region, culminating in the imposition 
of the notorious Structural Adjustment Programmes on all 
the countries by the World Bank and the International 
Monetary Fund (World Bank 1992, 1993), with their far- 
reaching impact on health service development in these 
countries. 


The task for this study is to present the myriad of 
the components referred to in the foregoing in terms of 
changes that have occurred within the demarcated time 
span. This, obviously, requires very a delicate balance for 
the presentation of the subject for study. For one who 
happens to have gone to quite some depth in many of 
the areas demarcated above, there is a real danger of 
my being literally sucked into the ‘black hole’ of one or 
more areas, thus losing the wider perspective of providing 
a ‘perspective’. | would be very careful in avoiding that 
pitfall. Furthermore, as the components enumerated in 
the foregoing require consideration of concepts and methods 
from different disciplines, the approach to be adopted 


27 


here has necessarily to be an interdisciplinary one. | 
prefer using what | call ‘interdisciplinary language’ while 
using this approach in this presentation; here, concepts 
and methods from different disciplines (sociology, economics, 
political economy and technology choice, for instance) 
are blended together in such an intimate fashion that 
they form components of a composite and comprehensive 
statement on an aspect of health and health services. 
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CHAPTER II 


DEVELOPMENTS DURING 
THE PRE-1947 PERIOD 


were almost synonymous with those of South Asia. 

Nepal and Ceylon, which formed a very small fraction 
of the population of the Region, were also deeply influenced 
by events in pre-1947 India. In its long and tortuous 
history, India has all aiong been a country of considerable 
diversity. The Indian civilization has absorbed numerous 
groups of people, often belonging to different cultures 
and religions, to get its composite form. In turn, three 
of the most ancient religions of the world and numerous 
sects have taken birth in this country to give shape to 
different strands of philosophy. Its religion and philosophy 
has also had profound influence over vast areas of East 
and South-East Asia and elsewhere in the world. 


|) uring the pre-1947 period, developments in India 


As a part of this long period of intellectual ferment, 
many indigenous systems of medicine have developed in 
the country, along with a rich tradition of folk medical 
practices which are based on its rich varieties of flora, 
fauna and minerals. The indigenous systems of medicine 
in the form of Ayurveda, Siddha, Yoga and Naturopathy 
had been enriched by the cultural diffusion. of the Unani 
system from Greece via West Asia. Incidentally, Basham 
(1954) had observed that the surgeons of the East India 
Company had learnt certain techniques of plastic surgery 


from Ayurvedic surgeons of India, who followed the lines 
laid down centuries ago by Susruta. Even though the year 
1947 marked a watershed in political diversity in South 
Asia in the form of birth of Pakistan and in 1971 there 
was the birth of Bangladesh, the Region continued to 
retain an identity of its own. A common thread of cultural 
and civilizational bond has continued to bring the countries 
together. These form important parameters in understanding 
the making of the health services in the Region. 


The British colonial conquest of India in the mid- 
eighteenth century was the culmination of their efforts to 
get more favourable conditions for exploitation of the country 
and its people for its imperialistic aims. Some of the key 
elements of the Western culture and civilization, which 
served the imperialist purpose, were given dominant position 
over their local counterparts. Macaulay has eminently summed 
up the purpose of imposing a new pattern of changes 
on the Indian culture and civilization by asserting that 
the task of the colonial rulers would be to bring about 
socialisation among the native elites in such a way that 
they ‘become’ what he had been so uninhibitedly termed 
as Brown Englishmen. It is a bitter irony that two anda 
half century later some Western countries have co-opted 
the elite ruling class of the country, who have retained 
many of the traits of Brown Englishmen, to impose upon 
it unjust, unfair and inequitous trade conditions, as mani- 
fested, for example, by the Structural Adjustment Programme 
(SAP), Trade Related Intellectual Property Rights Regimes 
and the infamous Dunkel Draft, which later took the form 
of the unjust treaty which formed the basis of the found- 
ing of the World Trade Organisation. 


As in the case of the colonial rule, the power elites 
ensured that terms such as self-determination and democracy 
and involvement of the people in decisions which so vitally 
concern them remain, by and large, abstract propositions. 
The ‘forgotten people’ will thus have to initiate yet another 
phase of anti-imperialistic ‘freedom struggle’ to wrest their 
rights from those who have usurped the political power. 
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There has to be continuing revolution, if people are to 
get their rightful place in the affairs of their country, which 
include the Indian Constitutional Directive (Basu 1970) to 
the government to ‘protect and promote the health and 
nutrition of the people of the country’. 


THE COLONIAL AGENDA FOR HEALTH SERVICE 
DEVELOPMENT 


Induction of Western medicine in India has been one 
of the components of the imposition of the dominating 
Western civilization on India. It may bear repetition here 
that it has been an unequal interaction of the two civilisations 
and culture, in the wake of colonial conquest by a power 
which embodied the Western civilisation. In the case of 
Western medicine, two additional considerations were involved 
in the induction process. First, the military formed the 
conduit for the induction. This is quite the reverse of what 
happened in the Western countries themselves. Second, 
Western medicine was imposed on a pre-existing system 
of indigenous health practices which different strata of 
the society had developed over the millennia. Both these 
considerations are being mentioned at the outset because 
they have profound influence on the shaping of the health 
services in the Region over the last two and a half centuries. 
These will be elaborated in detail in this book. 


Like any other armed force, that of the East India 
Company (EIC) also had its medical wing to attend to the 
health problems of the military personnel. The medical 
wing also provided services to employees of EIC and to 
the traders. The exponential growth in the extent and the 
range of activities of the EIC, which culminated in its 
becoming the supreme ruler of most of the country by 
the end of the eighteenth century, had given rise to a 
corresponding expansion of the medical wing of the company’s 
army. A very thin uppermost crust of the ‘natives’, who 
corroborated with the British, also obtained some access 
to the services provided by the EIC surgeons. It was thus 
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almost ‘automatic’ that those who played the key role in 
perpetuating the unjust colonial rule enjoyed the advantage 
of having Western medical services. Reciprocally, the exploited 
masses were kept out. Thus, unwittingly or otherwise, 
access to more potent health services to the ruling class 
served to strengthen the forces that promoted oppression 
and exploitation of the masses. It is a bitter irony that 
under such conditions development of more potent weapons 
for fighting diseases became greater threats to the masses, 
as they further strengthened the ruling classes. Technological 
growth, as will be referred to frequently in this book, became 
an additional menace to the unserved and the underserved 
sections of*the people - the ‘subaltern’. Dialectically, as 
we will see later, demand for access to medical services 
became one of the planks for the anti-colonial struggle 
in the country. 


The rapid growth of the colonial organisation for the 
governance of the country led to the formation of a cadre 
of medical personnel (the term, ‘surgeon’, ‘physician’, ‘doctor’ 
will have to be used synonymously to denote the generic 
group of medical professionals), called the Indian Medical 
Service (IMS); this was the medical counterpart of the 
Indian Civil Service (ICS), which was formed to provide 
the civilian administrative framework for colonial rule of 
the country. The growth and development of the IMS will 
be discussed in some detail because of it has played a 
key role in the making of the health services in the Region. 


The Bengal, Madras and Bombay Medical Services 
were constituted in 1764 to cover all the surgeons employed 
by the East India Company (Government Of India 1940:1). 
For a short period in 1766 and in 1796, the civil and 
military branches were organized into separate services, 
but on each occasion they were speedily reunited. The 
presidency establishments were amalgamated as the Indian 
Medical Services in 1896. Every member of the IMS first 
joined as a commissioned officer in the army. The Secretary 
Of State for India in the British Government administered 
the cadre. After serving for periods usually varying between 
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ten to fifteen years, they were given the option to transfer 
to the civil wing of the IMS. For another twenty five years 
or so, the officers occupied different posts which were 
left as the exclusive preserves of the IMS. A few of them 
ended up at the very top as the Director-General of the 
IMS. 


Like the ICS, the members of the IMS belonged to 
an exclusive club, zealously guarding their turf. Again, as 
in the case of the ICS, for considerable time the IMS 
remained the exclusive preserve of the British. Later, when 
as a result of political reforms, Indians had also to be 
allowed to compete for admission to the cadre, IMS lost 
its exclusive racial character. Indeed, in the year 1912, 
8 out of 24 new entrants to the IMS were Indians (pp.2- 
4). In 1913 the number was fourteen out of 35. However 
efforts were made to contain this ‘damage’ to the IMS and 
maintain the supremacy of the British officers. First even 
as late as 1940, some of the key posts were reserved 
exclusively for the British officers of the IMS. The civil 
list of that year contained 182 such posts. out of a total 
of 323. 38 other medical posts were reserved for Indians. 
103 posts were left open for both Indian and British officers. 
Besides, in the course of their service in the IMS, the 
Indian officers were properly socialised and sanitised, so 
that they became the Brown Englishmen. Commenting on 
this aspect in relation to the medical education in 1929, 
B C Roy (quoted in 1982a) made some pertinent observations: 
“ No professor belonging to the Medical Services has 
ever, to my knowledge , trained an Indian student in such 
a way that he may prove capable in time of occupying 
a chair of his teacher. It has all along been a process 
of safeguarding the interests of a trade union. In order 
to reserve the posts for the Services, that the very same 
professor has taught subjects like hygiene, chemistry, physiology, 
surgery and ophthalmic surgery at different periods of his 
service in India. We cannot conceive of a more monstrous 
method of imparting medical education in any country. A 
complaint was made by some IMS officers before the 
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Public Service Commission that in India specialisation 
in any medical subject is unknown. Who is responsible 
for this? How can we expect anything else from those 
teuchers who have developed only one form of speciality 
namely, the speciality of possessing an overweening self 
confidence, the speciality of rejecting all claims to the 
Indian practioners to fair treatment, the speciality of belittling 
everything Indian. 


“....the Britisher complains that there is communal jealousy 
existing in India. Why is there so much anxiety to preserve 
this communalistic feeling in the profession? Why this 
reservation of posts and emoluments? To an average mind 
it would appear that such provision can only indicate that 
the Britisher himself is conscious of his pride and boasts 
that in India his attitude is one of absolute fairness ! | 
hope that you will have no hesitation in condemning this 
back door way of securing a few more lucrative posts for 
the members of the Indian Medical Services.” 


This outburst of B C Roy in 1929 reflects the tensions 
of those days. It reflected very understandable frustration 
and anger of those Indian physicians who had acquired 
high qualifications but were denied access to a large number 
of key posts in the government simply because they did 
not join the IMS. Some of them like B C Roy and Jeevraj 
Mehta, who also participated in the national movement, 
vowed to abolish the entire cadre of the IMS, once India 
was able to liquidate the British rule. After Independence, 
Jeeveraj Mehta became the first director-general of services 
and secretary to the Union ministry of health. The promise 
to abolish IMS was kept. This, as would become apparent 
later on, has had far reaching impact on the practice of 
public health in the country. 


However, the nakedly racial overtones within the IMS 
and the active cultivation of an air of superiority over 
others should not obscure some very positive outcomes. 
This can be considered as an expected outcome from the 
dialectics of colonial exploitation. Domination of every aspect 
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of the medical, public health, education training and research 
work, both in the centre and in the provinces, ensured 
an integrated, holistic approach to health services. The 
dictum enunciated by John Grant (1963) (a non-IMS) was: 


“Good administration requires that when a social function 
is to be undertaken by the one governing body for the 
whole community needing services and not for different 
sections of the community by several governing bodies. 
This made it much easier to visualise health services as 
a part of the totality of social services which are related 
to improvement of the status of a community”. 


The IMS members of the Bhore Committee enthusiastically 
joined pioneers like John Grant and Henry Seigerist in 
asserting that the planning and development of health 
services be considered as part of community development. 


The reservation of an all embracing domain for the 
IMS also had a very beneficial influence on the making 
of a health administrator. Like his counterpart in the ICS, 
an officer of the IMS also reached key decision makina 
positions only after acquiring extensive experience ina 
number of areas: starting as a general duty medical officer 
in the army, he went through placements in medical and 
public health positions in the districts and the provinces, 
and going on to various positions within the Central Government. 
When he reached a key line position, he carried with him 
rich administrative experience along with skills in medical, 
public health and even medical education and research. 
This enabled him to provide effective leadership to his 
organisation. He was also well placed in seeking staff 
support laterally from his fellow IMS officers. 


And the discipline of the cadre also ensured loyalty 
and support from his subordinate officers. This command 
over his domain together with the power and prestige 
bestowed on him by the Secretary of State for India, prevented 
any intrusion by political and other administrators, including 
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the cadre of the ICS. Understanding of these positive 
gains by the IMS is very important for analysing the existing 
pattern of public health practice and for developing a perspective. 


Establishment of three medical colleges in Calcutta, 
Bombay and Madras in 1835 was an important landmark 
in the history of health services in the country. These 
medical colleges followed the guidelines laid down by the 
General Medical Council of Great Britain. Perhaps no other 
country outside the Western world could match India in 
this regard. China, incidentally, had its first medical college 
established in Peiking by the United Missionaries, as late 
as in 1925 (Grant 1963). This head start by India has left 
its mark on the existing health services of the country. 
The medical colleges not only provided the supporting 
staff for the government health institutions, but they also 
provided general practitioners, some of whom set up private 
practice in the corresponding city. With the passage of 
time, many others fanned out to other cities in search for 
suitable market for private practice. Providing memorials 
for departed King George and King Edward led to the 
setting up of medical colleges at Lucknow and Lahore, 
respectively. A few more colleges were set up in other 
parts of the country. 


Interestingly, the nursing profession was established 
in India at an early stage. Florence Nightingale took personal 
interest in developing the profession in the country. For. 
a considerable time the endogenous nursing ‘person power’ 
was provided by Christian missionaries, who found the 
profession suitable for the many of the girl converts to 
have an opportunity to serve the sick and at the same 
time get employment. 


The deep interest of the colonial rulers in developing 
health services for its employees can be understood from 
the scrapes of epidemiological data that have been culled 
out of fhe archives. For instance, it is stated that in the 
mid-nineteenth century as many as 69 out of every 1000 
fresh soldiers sent from Britain, died of various diseases 
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during the first year of their arrival (Ramasubban 1982). 
Probably unwittingly following the dicta of multiple etiology 
of disease causation being preached by Rudolf Virchow 
in Germany at that time, the British set up exclusive cantonments 
for their army and civil lines for their administrators to 
protect these vital organs of the state from the depredations 
of various kinds of diseases which were extensively prevalent 
at that time. Learning from the sanitary movements in 
England, they also adopted sanitary practices, like protected 
water supply, proper disposal of wastes of different kinds 
and maintaining general cleanliness in these exclusive 
zones. The mortality rates among British soldiers fell to 
20 per 1000 by the end of the century. That also happens 
to be the period when the spectacular developments started 
taking place in the medical sciences, leading to discoveries 
of vaccines, sera and chemotherapeutic drugs against 
some of the scourges. These provided a potent motive 
force for development of the health services to give protection 
of the ruling class against the diseases. The outbreak of 
a massive epidemic of plague around this time reinforced 
this trend. The setting up of the Malaria Institute of India, 
the Haffkine Institute at Bombay and the Vaccine Research 
Laboratories at Kasauli and the King Institute of Preventive 
Medicine at Madras have been the outcome of this movement 
(Ramasubban 1982). Indeed, after Robert Koch’s path 
breaking work, the Government of India had deputed two 
IMS officers to Koch’s laboratory to get trained under his 
guidance. The Calcutta School of Tropical Medicine came 
into being in 1926. Each one of these institutes had acquired 
considerable reputation in different parts of the world, 
particularly in the ‘tropical’ countries. 


A special reference is being made to the setting up 
of the All-India Institute of Hygiene and Public Health 
(1980) in Calcutta under the leadership of John Grant in 
1938 because of the pre-eminent position it had acquired 
all over the world within a short time and it made singular 
contributions to the health service development in the 
country through its educational, training and research activities. 
A comparative study of the developments in India with 
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those in other parts of the world outside Europe and 
USA at that time will show that it was way ahead of 
them in terms of laying the foundations for health service 
development. The present state of the health and health 
services in the Region ought to be analysed keeping the 
foregoing considerations in mind. Furthermore, as will be 
discussed later, the distinctive features of the health 
services of the country before 1947 will also be analysed 
in the context of interplay of number of other factors; 
it will be necessary to understand the political economy 
of the phenomenon. 


HEALTH STATUS AND ACCESS TO HEALTH SERVICES 
FOR ‘THE OTHER SIDE’- THE MASSES 


The "subaltern's" state of health and their access to 
health services was materially different from what obtained 
with the rulers. Even though terms such as feudalism, 
colonialism, imperialism, semi-fuedalism and capitalism 
and modernism could be used to discuss the changing 
social structure of the population of the Region, this temptation 
is being resisted to keep the spotlight on the very limited 
area that has been taken up for this study. First and 
foremost, even before the colonial conquest, it is very 
likely that a huge section of the people of the Region 
have been living a very miserable life. There was extensive 
prevalence of malnourishment and undernourishment, high 
incidence of communicable diseases, with recurrent outbreaks 
of epidemics and famines. 


The colonial exploitation in the form of more ruthless 
extraction of revenues added substantially to their already 
miserable conditions. This made them much more vulnerable 
to diseases of various kinds and to famines and epidemics. 
At the very time when the disease load became much 
heavier, these ‘forgotten people’ were fast losing access 
to various mechanisms for coping with the problems which 
they had developed over the centuries, because the elites 
of the society, who have earlier been enriching the coping 
capacity through sustenance, if not development of the 
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indigenous systems of medicine, transferred their loyalty 
towards the Western system. Two recent nation-wide surveys 
on utilisation pattern of medical institutions, one by the 
National Sample Survey Organisation (1992) and the other 
by the National Council of Applied Economic Research 
(1992), revealed that more than 90 per cent of the people 
opted for the Western (allopthic) system, even though 
the cost for gaining access to the services proved to be 
catastrophic to the poorer sections of the people; it was 
stated that expenditure for getting treatment for diseases 
was the second most common cause (next to dowry) of 
rural endebtedness among these impoverished people. In 
turn, endebtedness made them even more vulnerable to 
exploitation by their tormentors. 


Particularly in the context of the many observations 
made even by some highly placed international organisations 
that the countries of this Region rank very low in terms 
of health indices among the countries of the world, it may 
be pointed out that the baseline of the indices with which 
these countries started their development programme was 
itself exceedingly very unfavourable. 


According to the Sub-Committee on National Health 
of the Nationai Planning Committee (NPC)(National Planning 
Committee,1948: 20-21): 


“The large amount of preventable suffering and mortality 
in the country is mainly the result of inadequacy of provision 
in respect of these fundamental factors. Environmental 
sanitation is at a low level in most parts of the country; 
malnutrition and under-nutrition reduce the vitality and 
power of resistance of an appreciable section of the population, 
and the existing health services are altogether inadequate 
to meet the needs of the people, while lack of general 
education and health education add materially to the difficulty 
of overcoming the indifference and apathy with which 
the people tolerate the insanitary conditions around them 
and the large amount of sickness that prevails”. 
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The picture is one of exploitation, oppression and 
denial of equality which are at the root of the main health 
problems of the underprivileged. When India became independent 
in 1947, in terms of mortality and morbidity, it ranked low 
among the nations (Government of India 1946a: 4). Expectation 
of life at birth was 26.9 for males and 26.5 for females. 
Nearly half of the total number of deaths were among 
children under the age of ten and in this age group half 
of the mortality took place within the first year of life. The 
Sub-Committee on National Health (National Planning Committee 
1948:25) has given a table setting out number of deaths 
in specific age groups as percentages of total deaths at 
all ages as follows: 


Under one- year | 24.3% 
One to _ five Years 18.7% 
five to ten years 55% 
Total under ten years 48.5% 


At least one hundred and sixty-two out of every one 
thousand children born alive died before they were one 
year old. For every one thousand live births as many as 
twenty mothers lost their lives. Malaria, the predominant 
of the communicable diseases, accounted for 100 million 
cases every year, out of which one million died (National 
Planning Committee 1948 :20). Tuberculosis, cholera, smallpox, 
enteric fevers, dysentery, tetanus and diphtheria also took 
a heavy toll of life. Millions became blind due to trachoma, 
conjunctivitis, smallpox and injuries; many more were crippled 
or debilitated due to leprosy, filaria, worm infestations 
and venereal diseases. 


Laxmibai Rajwade, writing in the early forties on infant 
mortality and morbidity among women, gave a graphic 
description of the prevailing state of health( National Planning 
Committee 1948:119-20): 
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...10 keep up this interplay of life and death about 
twenty mothers have to starve or poison themselves to 
death for each thousand of births; that out of the thousand 
children at such awful cost nearly 175 to 200( the actuarial 
figure for 1921-31 is 241) died before a year old; that on 
the scarred survivors of this stupendous ordeal is laid the 
responsibility of reproducing and building up the race in 
this land — when we look at the problem in this way, 
surely we can no longer remain content with the half- 
hearted and largely ineffective course which we have so 
far pursued in this country”. 


The Sub-committee of the National Planning Committee 
(NPC) pointed out that the statistics pertaining to infant 
and maternal mortality were subject to a wide margin of 
error and that they did not reflect the full magnitude of 
the problem. ‘What it means in terms of damage to the 
future of the race and of continual loss in national or 
social efficiency may easily be imagined’, the NPC Sub- 
committee said (National Planning Committee 1948: 122). 
Elsewhere (National Planning Committee 1948:18), the 
Sub-committee noted : 


“Several diseases which are recurrent, almost epidemic, 
are constantly cropping up, even though modern science 
and medical technique have discovered ways and means 
to prevent them, or immunise the human system against 
their attack. Smallpox can be eliminated; plague or cholera 
inoculated against; malaria abolished or cured by specifics; 
tuberculosis, blindness, leprosy guarded against or effectively 
treated, which for lack of adequate wealth cannot be so 
dealt with. That is why the tragedy of low vitality and long 
suffering becomes grimmer and greater, because it is all 
sO unnecessary, so easily avoidable, so effectually curable”. 


On the eve of Independence, medical services were 
scattered and highly inadequate, not only in number but 
in kind of medical care they delivered. Rural populations 
in particular were starved of services. In the United Provinces, 
one institution served a population of about 105,626 inhabiting 
about 202 villages (Government of India 1946a : 4). The 
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total number of beds available were 73,000 or 0.24 per 
thousand population. The same dismal picture existed with 
regard to health personnel. A ratio of one doctor to 6,000 
population, one nurse to 43,000 population, one health 
visitor to 400,000, one midwife to 60,000, one qualified 
pharmacist to 4,000,000 and one dentist to 300,000 (Government 
of India 1946a : 5). 


Ranking of widely differing countries according to 
development indices is a very hazardous field. Firstly, 
there is the fundamental problem of demonstrating the 
validity of indices used for measuring development for 
the countries of the world, including their positions at the 
starting line. Then, there is an equally critical question 
of validity and reliability of the data employed for calculating 
the value of the indices for the purpose of ranking. The 
probability of arriving at misinformed, misleading judgments 
is thus exceedingly high. That should have been enough 
of justification for not rushing into these ‘heavily mined’areas. 
But some other compulsions, which will be repeatedly 
referred to here, literally pushed many self-styled ‘experts’ 
into making many such untenable comparisons. 


DEMAND FOR HEALTH SERVICES AS COMPONENT 
OF ANTI-COLONIAL STRUGGLE 


Traits of Western civilisation and culture, which were 
inducted into the country by the British colonialists triggered 
corresponding responses which were of far reaching significance 
for the people of the country. There was a massive churning 
and turmoil in the social and cultural relations in the population. 
For instance, if one follows the contentions of the Western 
cultural anthropologists of that time, who dominate the 
thinking of Indian scholars even today, getting education 
in medical education was one of the extreme forms of 
polluting acts, making it out of bounds to Brahmans and 
other upper castes. Yet this group constituted 70 per cent 
of the students of the Calcutta Medical College, who formed 
the first batch in 1835. The rest were Christians, converts 
or otherwise. If one analyses this very short episode, one 
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would identify a number of key insights into many social, 
cultural facets of the natives as responses to a new situation. 
A large number of such episodes are allowed to lapse 
from the memory of ‘experts’, presumably because they 
do not fit with the preconceived notions that are actively 
nurtured by the paradigm of the dominant group of scholars. 


Launching of an anti-colonial movement was only 
one of the many responses made by the people of the 
country those days. Ironically, this movement was spearheaded 
by a section of the English knowing upper class ‘natives’. 
By the beginning of the twentieth century, it had taken 
the form of a mass movement. Mobilisation of the masses 
required the leadership to agitate for at least some of the 
burning concerns of the subaltern class. The foregoing 
account of the exceedingly poor health status of this class 
impelled the leadership to make access health services 
to all sections of the population as one of the planks of 
the anti-colonial movement. There is rich literature available 
on this limited area of the anti-colonial movement. However, 
the purpose of this presentation will be served by giving 
brief accounts on some of the aspects. It is remarkable 
that even this limited account of the movement for making 
health services accessible to the hitherto unserved and 
underserved population of the country suffices to give an 
astonishingly comprehensive picture, both in extent as 
well as in depth. 


Some of India’s most eminent medical professionals 
like Dr.B C Roy, Dr A.R Ansari, Dr Khan Saheb, Hakim 
Ajmal Khan, Dr Jeevraj Mehta and Dr N.M Jaisoorya,occupied 
leadership positions in the national struggle (Roy 1982b; 
National Planning Committee 1948). Inspired by the welfare 
state movement in the United Kingdom and the socialised 
health services in the Soviet Union, they demanded a 
more egalitarian health service system and made this 
demand an important plank in the anti-colonial struggle. 


Dr B.C Roy’s Presidential Address (Roy 1982b) at 
the All India Medical Conference at Lahore in 1929 is 
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quoted extensively below as it presents many important 
facets in services in the field of health during the national 
movement. Starting with the question of involving practitioners 
of indigenous systems of medicines (vaids and hakims) 
in the recently established Indian Medical Association , 
he observed : 


“Should we restrict the membership to such persons only 
as follow the Western system of Medicine ?...If we take 
medicine merely as a science it may be argued that only 
those who are trained on scientific methods prevalent in 
the West should be eligible to be members . But to my 
mind it is taking a very narrow view of the whole matter. 
On the other hand if we define science as a systemitised 
branch of human knowledge we cannot ignore the other 
systems ... 


“...it is not for us to cut off from the past systems but 
itis necessary to resuscitate them and to develop them. If 
we desire to do so we cannot afford to keep out the Vaid 
and the Hakim. We cannot ignore them ...if we regard 
medicine as a part of healing, who is there so bold as 
to say that the art is the exclusive achievement of one 
system?” 


Taking note of the strong colonial influence in the 
making of a physician in India, he called for efforts to 
promote self-reliance in and self-confidence and to make 
medical education relevant to Indian conditions : 


“We know we have been wronged in the past. We do not 
desire to depend on others. We therefore desire to utilise 
such powers as the Universities and the Councils of 
Medical Registration in different Provinces have given us 
for the purpose of developing medical education in our 
own way.” 


Discussing the deplorable level of health in India , 


he called for an organised voluntary effort by the Association 
to improve the situation : 
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“| now pass on to the third item with which | propose to 
deal, namely, the fight against disease , the provision for 
medical relief and the prevention of disease. It is a sad 
spectacle to see that while during the last ten years the 
birth rate in India varied between 35 to 39 per thousand 
of population , the death rate varied between 26 to 32 
per thousand ... When we come to the preventable diseases 
in India we find that 230 persons per hundred thousand 
die of preventable diseases like cholera, smallpox, plague 
and dysentery. On the other hand the infant mortality rate 
in India is as high as 250 per thousand births. In England 
it is 78 per thousand births, in Germany it is 132 per 
thousand births and in France it is 103 per thousand births 
. A question therefore naturally arises, can nothing be 
done to prevent this enormous loss of manpower in India, 
for it must be remembered that for every 100 persons 
who suffer from cholera or kala-azar, 2 per thousand may 
die, large numbers are maimed for life.It is for you to 
come to a decision regarding a method to be adopted for 
preventing diseases. 


“ It is not necessary for me to mention that the history 
of the Government during the past 100 years has been 
such that we need not look for help or inspiration from 
the authorities. If we mean to do anything we shall have 
to do it inspite of the Government. We must organise 
ourselves. Voluntary organisations have to be formed for 
social service, for giving aid during epidemic, for medical 
inspection of school children, for rousing sanitary consciousness 
amongst the masses.” 


Dr Roy concluded his address with a forthright assertion 
that the Indian Medical Association had an important role 
in the political struggle that was going on at that time: 
“But there is one question which has often been asked 
and which | desire to deal with shortly before | conclude. 
It has been asked whether a member of the profession 
should interest himself in any matter outside the four corners 
of his professional life, whether this Association should 
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take up matters which in common parlance,are dubbed 
political? Gentlemen, | have very definite views on this 
question. In India, we have never regarded the various 
affairs of life as being in water tight compartments: politics, 
technically so called, is inter mixed with economic, social 
and medical problems. If politics means the science of 
organisation for the purpose of securing the greatest good 
for the largest number, | declare, we members of the 
profession dare not keep away from politics.” 


A member of the National Health sub-committee of 
the National Planning Committee(NPC), Col. S Abdur Rehman, 
himself a physician trained in the United Kingdom, provided 
profound insights into the political economy of indigenous 
systems of medicines in India (National Planning Committee 
1948 :190). According to him, the ayurvedic and the 
unani systems had made valuable contributions to the 
Indian culture of healing. With the advance of Western 
science, medicine took rapid strides which raised it to the 
level of an international science. As such its position to 
mankind and common features all over the world despite 
other differences compels us to recognise that as a scientific 
phenomenon, there can be only one medical system, he 
observed, (National Planning Committee 1948: 190). Circumstantial 
constraints isolated the Indian system from the international 
stream and because of the British rule and its prejudices, 
the unani and ayurvedic systems ‘fell from fell from the 
graces of the State and the powers that be’.(National 
Planning Committee 1948: 191). Two centuries of neglect 
took their toll and the system denegrated, instead of developing 
a scientific bout of knowledge. In the twentieth century, 
however,these systems were being revived by pioneers 
who realised the urgent need of keeping alive practices 
which had withstood the test of time, of making them part 
and parcel of international medicine. The greatest of these 
pioneers ,Dr Rehman said, was Hakim Ajmal Khan who 
founded the Ayurvedic and Unani Tibbia Collage in Delhi 
for this purpose. Dr Rehman strongly favoured, this scientific 
revival of traditional systems to serve the peculiar needs 
of tropical areas and, after independence was won, his 
recommendations concerning the setting up of institutions 
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for achieving were implemented by state and Union governments 
of India and the new state of Pakistan. 


Another remarkable feature of the movement for health 
services of the people of the country was the initiative 
taken by many prominent persons in different parts of 
this vast country to start a large variety of institutions 
on a voluntary basis. For instance, in the city of Calcutta 
alone, within a span of a decade and a half since 1925, 
the movement among medical men initiated by Dr. B.C.Roy 
led to the establishment. of the Carmichael (R.G.Kar) Medical 
Collage, the Institute of Medical Research,the National 
Medical Institute, the Jadavpur Tuberculosis Hospital, the 
Chittaranjan Seva Sadan, the Bengal Immunity Research 
Institute and the Bengal Chemical and Pharmaceutical 
Industries. The Indian Medical Association (and the Indian 
Science Congress) also came into being in the city during 
this period. All these formed the background for the demand 
for a national health service for India. Many nationalist 
minded physicians became members of the newly established 
Medical Council of India (Roy 1982a) and Dr B. C.Roy 
was elected as its first President. 


An important feature of health polices, plans and 
programmes in India is that they originated during the 
national movement against colonial rule. The National Planning 
Committee (NPC) of the Indian National Congress was 
set up in 1938 (National Planning Committee 1949). The 
then President of the Congress Subhash Chandra Bose 
nominated Jawaharlal Nehru Chairman of the Committee. 
This Committee set up a Sub-Committee on National Health 
(called Sokhey Committee) made a penetrating assessment 
of the then health situation and health services in the 
country and recommended measures for their improvement. 
The Health Survey and Development Committee, generally 
referred to as the Bhore Committee (Government of India 
1946b), though it was setup by the British colonial authorities 
(1943), was greatly influenced by the aspirations of the 
national movement. In fact, several of its influential members 
had been in the forefront of the struggle for independence. 
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The Committee’s impact is also clearly seen in the shaping 
of health services in independent India. 


Colonel Sahib Singh Sokhey of the Indian Medical 
Service was the Chairman of the NPC Sub-Committee on 
National Health; DR. B.C. Roy, Dr. G.V. Deshmukh, Dr. 
J.C. Ray, Col. S Abdur Rehman and Col. J.K. Kriplani 
were among its distinguished members. It was set up in 
1938 and submitted an Interim Report in 1940. However, 
because of the intensity of he agitation for independence 
at that time (Quit India Movement), the Second World War 
and the achievement of independence, its final report could 
be submitted only in 1948. Nevertheless, the recommendations 
and resolutions of 1940 are of great significance in tracing 
the routes of future policy in the field of health. 


The remarkable foresight of the Sub-Committee is 
reflected in the vary contemporary tenor of the resolution 
adopted by the NPC on August 31, 1940, on the basis 
of this report. The integration of preventive and curative 
functions in a single state agency was urged and it was 
stressed that the maintenance of the health of the people 
was the primary responsibility of the state. To meet the 
immediate situation, the need for training large number 
of health workers for every thousand of population was 
aimed at within five years. Ultimately one fully qualified 
man or woman for each thousand persons and one hospital 
bed for every 600 persons were envisaged. Intermediate 
targets were also laid down. Practitioners of the ayurveda 
and unani systems were to be drawn into the state health 
system, after giving them further scientific training when 
necessary. Other aspects covered nutrition, expansion of 
medical education and research, compilation of Indian 
Pharmacopoeia, and production of drugs. 


Thus, even as early as 1940, Indian leaders had 
already envisaged a people oriented health service. Significantly, 
the final report of the National Planning Committee categorically 
stated (the NPC 1948:22) that ‘ the cornerstone of the 
scheme we recommend is a (Community) Health Worker’. 
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The NPC also endorsed the findings and recommendations 
of the Bhore Committee (Government of India 1946b) which 
had submitted its report in 1946. It described them of 
being of utmost significance, because it felt that the committee 
was a fully represented body consisting of nine officials, 
including the Minister of Health, the Director General of 
Indian Medical Service, some Surgeons-General from leading 
Provinces and 16 non-officials , including private practitioners 
of international fame and members of the Central Legislature. 
It also had the advantage of discussing problems with 
distinguished health workers from the United Kingdom, 
USA, USSR and Australia ( National Planning Committee 
1948 : 229-30). 


The Bhore Committee Report is to this day regarded 
as a authoritative document, not only because of its distinguished 
authorship but also because many of its proposals and 
recommendations continue to be pertinent and valid even 
today. It is therefore necessary to deal with the recommendations 
of this Committee at some length. 


The Bhore Committee was set up under propitious 
circumstances .In 1943, the freedom movement was nearing 
its climax. The end of the colonial rule was in sight. The 
setting up of the Beveridge Committee _ in the U.K. represented 
a landmark in the welfare state movement in the world. 
Developments in the Soviet Union also exerted a positive 
influence and it had by then joined the allied powers in 
the war against fascism. The Committee was a broad 
based one (Government of India 1946a : I-ii). The people’s 
point of view was represented by persons like B.Siva Rao, 
L.K.Maitra,P.N.Sapru and N.M.Joshi; Dr B.C.Roy, Dr Vishwanath 
and Professor M.A.Hameed were members of Medical Council 
of India.Dr J.B.Grant, a pioneer in public health and Director 
of All India Institute of Hygiene and Public Health, was 
a member and he also secured the assistance of Dr Henry 
Sigerist of Johns Hopkins School of Hygiene and Public 
Health and Dr Ognev of the Soviet Union. Public health 
specialists like Col. A.C. Banerjee of the United Provinces 
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and Col.A.H.Bhatt of Panjab, supported by Dr K.C.K.E 
Raja and Col. K.J.Jungalwala, lent their expertise in working 
out a detailed strategy for attaining the objectives set. 


The report was submitted to the Government in 1946. 
The several minutes of dissent based on cogent arguments 
on one or more of the issues discussed indicated the 
depth of individual involvement as well as the depth of 
agreement on points where there was no dissent. 


The guiding principles adopted by the Bhore Committee 
were Government of India 1946a: v-vi): 


1. No individual should be denied adequate medical 
care because of inability to pay for it. 


2. The health services should provide, when fully developed, 
all the consultant, laboratory and institutional facilities 
necessary for proper diagnosis and treatment. 


3. The health programme must, from the beginning, lay 
special emphasis on preventive work. 


4. Medical relief and preventive health care must be 
urgently provided as soon as possible to the vast rural 
population of the country. 


5. The health services should be located as close to 
the people as possible to ensure maximum benefit to the 
communities served. 


6. The active cooperation of the people must be secured 
in the development of the health programmes. The idea 
must be inculcated that, ultimately, the health of the individual 
is his own responsibility. 


7. Health development must be entrusted to the ministers 
of health who enjoy the confidence of people and are 
able to secure their cooperation . 


The Bhore Committee also emphasised the need for 


social orientation of medical practice and a high level of 
public participation (Government of India 1946b: 18). The 
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physician of tomorrow must be: 


“A scientist and a social worker, ready to cooperate in 
teamwork, in close touch with the people he disinterestedly 
serves, a friend and leader, he directs all his efforts towards 
the prevention of disease and becomes a therapist where 
prevention has broken down, the social physician protecting 
the people and guiding them to a healthier and happier 
life... A health organisation enriched by the spirit of such 
a medical profession will naturally work towards the promotion 
of the closest co-operation of the people. It will recognise 
that an informed public opinion is the only foundation on 
which the superstructure of national health can safely be 
built”. 


The Bhore Committee made two types of recommendations 
: One under a comprehensive blueprint for the somewhat 
distant future, stretching over twenty to forty years, and 
the other a short term scheme covering ‘two five years’ 
periods. The countryside was the focal point of these 
recommendations. 


In the long term plan (Government of India, 1946b: 
17-34), the smallest service unit was to be a Primary 
Health Unit, serving a population of 10,000 to 20,000. 
Some fifteen to twenty-five of the PHUs were to be assisted 
and supervised by a Secondary Health Unit, and three 
to five of these would be placed under the District Health 
Organisation, serving a population a population of about 
three million. A Health Centre was to be established at 
each district headquarters with general and special hospitals 
with total bed strength of about 2500. There would also 
be 650 beds of the Secondary Health Centre and 75 at 
the Primary Health Centre. 


The ultimate staffing pattern recommended was on 
a fairly generous scale. For example, each primary health 
unit was to have six medical officers and six public health 
nurses in addition to the nursing staff for the 75 bed 
hospital. Over and above, the Committee recommended 
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provision of staff and resources for special services for 
dealing with the more important diseases widely prevalent 
in India, such as Malaria, Tuberculosis, Venereal Diseases, 
Leprosy and mental disorders. 


During the first two five years of the scheme the 
emphasis would be on setting up 30 bed hospitals, one 
for every two Primary Health Units. District Health 
Organisations were to be established in every district 
initially to cover five PHUs and one SHU each, and gradually 
increasing, through the ten year period, to 25 Primary 
and 2 Secondary Units. The setting District Health Centres 
was to be taken up mainly after this. 


To achieve active participation of the people, the 
plan recommended setting up of Village Health Committees 
of five to seven voluntary workers who, after training would 
help promote specific lines of health activity (Government 
of India 1946b : 14). 


On the question of training physicians, the Bhore 
Committee was of the view (Government of India 1946b 
:340) that 'on the whole, having regard for the limited 
resources available for the training of doctors, it would 
be to the greatest ultimate benefit of the country if these 
resources were concentrated on the only one and the 
most highly trained type of doctor, which we have termed 
the basic doctor.’ It was felt by the majority of members 
that less highly trained doctors would lower the general 
standard of service to the community and that, under 
such doctors, the preventive aspect would not be as well 
served. The limited funds available could, they felt, be 
used more advantageously to train ancillary personnel to 
support this basic doctor, rather than on training doctors 
at a lower level. The discontinuance of the three-year 
licenciate course for doctors was recommended. A number 
of members of the Committee dissented from this view 
and strongly urged the continuance of the medical licenciate 
system (Government of India 1946b :349-50). 
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The Bhore Committee also recommended the setting 
up by the Central Government of at least a few high quality, 
advanced institutions to: (a) bring together all educational 
facilities of high order of training of the more important 
type of health personnel; (b) promote highest kind of training 
in all branches; (c) coordinate training and research; (d) 
provide advanced post-graduate training in an atmosphere 
fostering the true scientific outlook; and (f) promote a 
community outlook .The setting up of the All India Institute 
of Medical Sciences was a response to this recommendation 
(Government of India 1946b :431-37). 


The Committee emphasised that in drawing up a health 
plan certain primary conditions for healthful living must, 
in the first place, be ensured; suitable housing, sanitary 
surroundings and a safe drinking water supply, elimination 
of unemployment, a living wage for all workers, improvement 
in industrial and agricultural production and in means of 
communication, particularly in the rural areas (Government 
of India 1946b:22). This intersectoral approach to health 
service development required the coordination of all spheres 
of developmental activities, at both local and higher levels. 


The basic principles recommended for the functioning 
of the health administration entailed giving a wide measure 
of autonomy to the provinces. To ensure close cooperation 
between the centre and the provinces, a Central Statutory 
Board of Health was to be set up consisting of a central 
and provincial ministers of health. One of its important 
functions would be that of making recommendations to 
the central Government on grants-in-aid to the provinces. 


The ministers of health at the central and the provincial 
levels would have ultimate authority over all health services 
under them and would lay down and enforce minimum 
standards of health service not directly under them, e.g., 
railways, prisons, factories, etc. (Government of India 1946b:21). 
These ministries would receive advice and guidance from 
technical experts in planning and maintenance of health 
service. The principle technical advisor to the Minister of 
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Health would be the Director-Genral of Health Services. 
In the provinces there was to be a Director of Health 
Service, assisted by Deputy and Assistant Directors. 


A District Health Board was envisaged for each district 
consisting of the district health officials and the representatives 
of the public including some elected to it by some local 
bodies from their own ranks. The Board would enjoy considerable 
autonomy to ensure the influence of public opinion on the 
formulation and provision of health service, of course within 
the general policy laid down by the State Health Minister. 
An officer im charge of district health services would be 
deputed to the Board by the provincial government. The 
other staff would be employed by the Board directly 
(Government of India 1946b :22). 


A District Health Council was also envisaged, with 
representatives of various medical professions —doctors, 
dentists, nurses, pharmacists and so on, analogous to 
the Provincial Health Councils. Larger municipalities, however 
,would be governed by their own Acts (Government of 
India 1946b: 23). 


To sum up the key issues discussed in the foregoing, 
it can be asserted that enough evidence has been mobilized 
to claim that the civilisational and cultural interaction of 
the Indian people with those of the colonial conquerors 
has given a distinct identity to the health services that 
were formed in the country. Very few colonised countries, 
if any, can claim to have as eventful a history of health 
service development as have been the countries of this 
Region. Yet, the ‘figure loving’ quantifiers bring together 
data and criteria of questionable quality and validity and 
place the countries of the Region well below a very large 
number of countries which have entirely different historical 
and political experience. While there certainly are very 
serious problems in the health services of the countries 
in the Region, the approach adopted in rating them 
along with others lack some basic scientific validation. 
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It needs reiteration that Western medicine was 
inducted into the country to strengthen the ruling class. 
The British practised apartheid unabashedly to ‘protect’ 
themselves from the diseases and the ‘uncivilised’ natives. 
The huge masses of the people, who were already at 
the receiving end of a ruthless feudal system, were 
further pauperised because of additional imposition of 
revenue and tax demands from the colonial rulers to 
subserve their imperial aims. This further impoverishment 
further accentuated their health problems at a time they 
were fast losing their endogenously developed coping 
mechanisms, because of the growing interest among 
the native elites in Western medicine. Among the many 
cultural and social changes of far reaching significance 
which were triggered in the native population because 
of colonial exploitation, there was the anti-colonial movement, 
which took the form of a mass movement resulting in 
the demand for health services for the masses becoming 
one of its planks. While the British rulers were compelled 
to make some minor concessions, one of most valuable 
fallouts of this movement was the formulation of a more 
egalitarian blueprint for health services for the people 
of the country when it acquired freedom from the colonial 
rule. The present day self-styled experts, both from 
within the Region and from outside do not have adequate 
understanding of the distinct identity of the health problems 
and health services of this Region. This ahistorial and apolitical 
approach has often led them to advocate many ambitious 
programmes which have ended in disastrous failures. 
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CHAPTER III 


FIFTY YEARS OF HEALTH SERVICE 
DEVELOPMENT IN INDIA AFTER 
INDEPENDENCE 


THE FIRST TWO DECADES 


meant for imparting education and training in public 

health in teaching institutions all over the world, some 
of the key issues which have emerged from the foregoing 
account of health services in the Region during the colonial 
rule are either ignored altogether or they get a passing 
reference. Even more important public health issues have 
emerged in the course of experience in public health 
practice, research and education during the fifty years 
since the countries of the Region attained political independence. 
The body of knowledge generated in the Region has also 
received the same fate. Indeed, so overwhelming has 
been the dominance of the ‘Western’ model of education, 
training, research and practice of public health that very 
little of the endogenously developed knowledge finds place 
in the thinking behind the formulation of health programmes 
that have been implemented in the countries of the Region 
themselves. As late as in 1982, the Government of India’s 
(1982) Statement on National Health Policy (NHP), which 


. f one examines the textbooks and other reading material 


also received approval of the Federal Parliament in 1993, 
had observed: 


“The existing situation has been largely engendered by 
almost wholesale adoption of manpower policies and establishment 
of curative centres based on western models, which 
are inappropriate and irrelevant to the real needs of our 
people and the socio-economic conditions obtaining in 
the country. The hospital based, disease and cure- 
oriented approach towards establishment of medical 
services has provided benefits to the upper crusts of 
the society, specially those living in urban areas. The 
proliferation of this approach has been at the cost of 
providing comprehensive primary health care services to 
the entire population, whether living in the urban or the 
rural areas.” 


Akbar Zaidi (1985) has described a similar situation 
for Pakistan. Fifteen years after the enunciation of the 
NHP, conditions have remained the same, if not worsened 
further. This raises vital political questions: why have things 
been so bad? why is that the rulers of independent India 
had to produce such a self - damning document in 1982 
and still not done anything substantial to improve matters? 
This is a reflection of the value system that govern the 
education and training and practice, both nationally as 
well as globally. 


In this section too | will have to exercise considerable 
control over myself to make my presentation within severe 
constraints of time and resources. | will be quite brief and 
selective. Limited elaborations will be made when the 
circumstances are most compelling. 


It is most essential to keep in mind the conditions 
prevailing at the time of the end of colonial rule in India 
in 1947. It was already densely populated. It was poverty 
stricken, which meant a very heavy load of diseases of 
various kinds. This vicious cycle had been at the root of 
and is reinforced by rapidly rising growth of the population. 
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The population of India in the 1951 Census was 350 
million; it is now over 950 million - an addition of 600 
million. This is a colossal problem of human ecology, 
which gravely affects the health status of the people. 
Above all, Independence was associated with the partition 
of the country with an additional cost of extensive communal 
riots and massive migration of frightened people seeking 
refuge in other places. Thus, both India and Pakistan 
that emerged as sovereign countries had to suffer major 
upheavals which affected many facets of the lives of the 
people, including their health status and their access to 
health services. Bangladesh had to suffer additional birth 
pangs when the erstwhile East Pakistan became a sovereign 
state. Thus, based on a common history of health services 
during the colonial rule, the present day India, Bangladesh 
and Pakistan have charted out their own paths for health 
service development during the last fifty years. The temptation 
to discuss the sociology of the formation of the different 
patterns of health services in the three states having a 
common heritage will be resisted here. 


The focus here will be principally on the post-1947 
India, primary because my familiarity is mostly confined 
to this country, even thuogh | have had the privilege of 
visiting each one of other four countries and got to know 
their health problems and health services. | have no doubt 
in my mind that the common heritage of the pre-1947 
period provides an unparalled setting for cooperation among 
these countries. It also so happens that even after the 
partition, India contained about 70 per cent of the population 
of the Region. | would however stress staightaway that 
while an account of the health service development in 
independent India offers a vast range of learning situations 
and experiences, it cannot by any stretch of imagination, 
can be presented as a ‘model’; indeed, India itself has 
most bewidering regional variations. 


A passing reference has been made earlier to the 


politics and to the political economy of health and health 
services in the country. The privileged class, which provided 
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the leadership to the anti-colonial movement, had to adopt 
an egalitarian stance, as reflected in the reports of the 
Sokhey and Bhore committees. As quoted earlier from 
the NHP, while its class interests dominated its actions 
after the end of the colonial rule, the sheer democratic 
urges among the masses, which the ruling classes had 
kindled during the movement, coupled with their intrinsic 
egalitarian ideological convictions, impelled them to take 
some actions in health and other fields in the first two 
decades after Independence which placed the country 
very high among the newly emerging countries of the 
world. One example of this conviction was that ‘protection 
and promotion of health and nutrition of the people’ was 
enshrined in the Directive Principles for the State Policy 
in the Constitution of India (Basu 1970). 


The motive force generated by the political leadership’s 
commitment and the capacity of the health administrators 
belonging to the IMS to give concrete shape to the political 
vision, led to some far-reaching developments in the health 
services, in what | have termed as the Golden Two Decades 
of Public Health in India. Some the landmarks in the 
development process are presented below. 


Vertical Programmes : as communicable diseases 
formed the bulk of health problems in India it was considered 
best, in the light of limited resources, to tackle them initially, 
through separate mass campaigns -each one directed against 
a single major disease. tnternational agencies supported 
this approach and individual campaigns were launched 
against malaria, smallpox, tuberculosis, leprosy, filariasis, 
trachoma and cholera. They were described as vertical 
programmes in view of the fact that each of them was 
run through a single-purpose, country-wide organisation, 
each with an independent line of command from national 
down to village level. 


These campaigns tended to be highly techno-centric 


owing to the availability of ‘miracle’ tools - the so-called 
‘silver bullets’like DDT, freeze-dried BCG and smallpox 
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vaccines, mass X-ray units, and chemotherapeutic drugs 
like streptomycin, isonicotinic acid hydrazide, hetrazan, 
dapsone and penicillin. Very heavy allocations were made 
for them, the objectives being, through massive action, 
to bring the diseases rapidly under control and even eradicate, 
once and for all, those which could be eradicated (Borker 
1961:18-20). In the First and Second Plans (Government 
of India 1951, 1956), the bulk of the health outlay was 
on these programmes. 


Primary Health Centres (PHC): The establishment 
of the first PHCs in October 1952 was a major landmark 
in the development of health service in India (Dutt 1965). 
These were established as a part of a broader strategy 
for rural development through what was called the Community 
Development Programme (CDP). (Bhattacharya 1970). The 
framework of the CDP was based on the objective of 
multifaceted development of rural areas in the fields of 
agriculture, rural industry, education social organisation, 
communication, transport and so on. This was to be 
accomplished through three major components: (a) extension 
education; (b) community self-help; (c) government action. 
Nutrition, sanitation and water supply were also include 
within the perview of the CDP. 


The PHC, as a part of the CDP organisation, signified 
the putting into practise of the concept of community participation 
and intersectoral development of health care which had 
been recognised by the NPC Sub-Committee on National 
Health and the Bhore Committee even before Independence. 
The PHC in itself embodies an integrated approach to 
health services development - curative, preventive, promotive. 
Its major functions are : (1) medical care; (2) control of 
communicable diseases; (3) promotion of maternal and 
child health; (4) collection of vital statistics; (5) protection 
of water supply and promotion of environmental sanitation; 
(6) conducting school health programmes; and, later, also 
(7) providing family planning services (Dutt 1965). 


It is the PHC, so conceived, that constitutes the backbone 


61 


of the present health services in India. 


Social Orientation of Medical Education : A major 
step was taken in 1952 to bring about a social reorientation 
of education and training of health workers to make them 
more relevant to conditions prevailing in the country (Banerji 
1973). Upgraded departments of preventive and social 
medicine were established in medical colleges (Banerji 
1973). These were expected to provide a much wider 
academic base than that of the conventional course of 
hygiene and public health, to relate the complex field of 
public health to the social, cultural and economic contexts 
and to provide a social dimension to the practise of various 
clinical deciplins. The Medical Council of India suitably 
restructured the content of medical education for serving 
these objectives. Similar efforts were made regarding the 
education and training of other categories of health workers. 


Indigenous System of Medicine : Steps were taken 
to promote and support these systems of medicine on the 
lines suggested by the Sokhey and Bhore and other committees 
that were specifically set up for this purpose. 


Family Planning Welfare Programme : The implications 
of the rapid growth of India’s population were fully understood 
even in the the interim report of the National planning 
Committee in 1940. In fact, India was the first country 
in. the world to initiate a state-sponsored programme of 
family planning. Right from the start, emphasis was laid 
on the welfare aspect of family planning. Activities to limit 
births were conceived in the context of an overall strategy 
for improving the quality of life of the people. The guidelines 
laid down stressed the voluntary nature of the programme, 
the need to provide family planning services at people’s 
doorsteps, specially with maternal and child health 
programmes, so as to afford them maximum relevance 
and effectiveness (Banerji 1980). 


Water Supply and Sanitation : Supply of protected 
water and improvement of the environment have been 
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considered important inputs for improving the health status 
of the population. Special national programmes for water 
supply have been launched for this purpose. They have 
also been part of the Community Development Programme. 
Earlier, plan allocation for this programme was modest, 
with over 65 per cent being spent in urban areas. The 
programme was not given due priority. But from 1974 
there has been a sharp increase in the allocation and it 
has become a ‘high priority’ programme in the Fifth and 
Sixth Five Year Plans (Government of India 1981: 370- 
79). : 


Nutrition : |n the field of nutrition, following an applied 
nutrition programme, a mid-day meal programme for children 
in primary schools, and a supplementary nutrition programme, 
an extensive integrated child development programme has 
been in operation since 1975 (Government of India 1981: 
381). Pregnant and lactating mothers and pre-school children 
are the beneficiaries of this scheme. They are provided 
a package of services in the form of nutritional supplements, 
education for pre-school children and non-formal education 
for mothers and provisions of preventive and curative health 
services. Allocations for this scheme have also gone up 
very sharply in the Sixth Plan (Government of India 1981a: 
381). This steep allocational increase has continued throughout 
the susequent plan periods (Government of India 1995). 


Minimum Needs Programme : |t was realised in the 
late sixties that the planned development of the past two 
decades had not made adequate impact on the needs of 
the poorest (Government of India 1974). A strategy was 
therefore drawn up focussed on meeting their minimum 
needs. This package of Minimum Needs Programme contains 
important elements from the field of health, nutrition, 
environmental improvement and water supply, apart from 
elementary and adult education, roads and electrification 
in rural areas and housing for landless labourers (Government 
of India 1983: 81). 


The Multipurpose Workers Scheme : The conversion 
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of ‘unipurpose’ workers engaged in delivery of services 
for a single, specialised health condition into ‘multipurpose’ 
work6rs in 1971 (Government of India 1973), marks another 
phase in the development of India’s health services. A 
male and a female multipurpose worker form a team to 
serve a rural population of about 5000. They form the 
channel for providing an integrated package of services 
: medical care; maternal and child health services; family 
planning services; control of malaria and services for 
other communicable diseases; environmental sanitation; 
collection of vital statistics and health education. The launching 
of this scheme marked the merger of the vertical mass 
campaigns into an integrated health care delivery system. 
This has led to a strengthening of the Primary Health 
Centres. 


The Community Health Volunteers (Guide) 
Scheme : The entrusting in 1977 of responsibilities for 
improving the health of a community to a person drawn 
from it (one volunteer per 1000 population) is another 
major watershed in the history of health services in India 
(Government of India 1978). The idea is to entrust “peoples’ 
health in peoples’ hands”. The medical and health establishment 
was specifically required to promote self- reliance by providing 
training to representatives chosen by the community and 
offering them support in the form of referral facilities for 
conditions which needed sophisticated services. This, in 
fact, can be seen as implementation of the recommendation 
made by the NPC Sub-Committee on National Health in 
1940. 


India’s signing of the Alma-Ata Declaration and its 
subsequent identification with the Asian Charter (World 
Health Organisation 1980) helped only in reinforcing its 
earlier commitments. 


As a follow up on these commitments, the Government 
of India had drawn a detailed perspective plan to attain 
the goal of Health for All by A.D.2000 (Government of 
India 1981b). 
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The Statement of National Health Policy: A brief 
reference has already been made to the NHP (Government 
of India 1982). It asserts that its contours have been 
evolved within a fully integrated planning framework which 
seeks to provide universal primary health care services 
relevant to the actual needs and priorities of the community 
at the cost which the people can afford, ensuring that the 
planning and implementation of various health programmes 
is through the organised involvement and the participation 
of the community, adequately utilising the services being 
rendered by private voluntary organisations active in the 
health sector. 


This has been an audacious agenda, more so when 
considering the dimensions of the health problems facing 
the people, the severe constraints of resources and the 
disturbed conditions prevailing in the aftermath of the 
Partition. The sheer pressure that emanated from the 
aspirations of the deprived sections of the people impelled 
the leadership to undertake such big tasks. From hindsight, 
it does not come as a Surprise that many of the programmes 
ended as resounding failures. Nevertheless, the mere 
audacity to dream has served to offer a framework for 
action when the conditions become more propitious. Furthermore, 
the two decades saw many successes, which singled 
out the country for admiration even beyond its boundaries. 
Some of these are being briefly referred to below: 


1. As early as in the mid-1950s, India had earned the 
distinction of successfully running what was then termed 
as the biggest public health programme of the world in 
the form of the Mass BCG Campaign (Banerji 1993). It 
has been a highly complex procedure, requiring door to 
door visits, get each member of the household for tuberculin 
testing and vaccination of those found negative. Indian 
health administrators demonstrated considerable acumen 
in dealing with the complex logistical issues involved in 
succeeding in tuberculin testing 178 million persons and 
vaccinating 68 million of them. 


2. The country bettered its record of competence in 
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undertaking massive logistic challenges when it ran a 
still bigger ‘world’s largest public health programme’ in 
the form of the National Malaria Eradication Programme 
during 1958-63 (NMEP) (Borker 1961). This meant visits 
to as many as 56 million houses twice a month for years 
to identify fever cases, offer them presumptive treatment 
for malaria, take a blood slide from each one of them 
and provide radicai treatment to those found positive after 
examination of the slides. In addition, each of the 56 
million houses was DDT sprayed twice every year. The 
emphasis here is on the capacity of the administration 
to run such massive programmes. That the assigned 
work was done well is borne out from the fact that the 
NMEP reduced the incidence of malaria from 75 million 
per year to less than 75,000 in 1963 - a reduction of 
99.99 per cent. 


3. Three research studies on public health aspects of 
tuberculosis brought about fundamental changes in the 
strategy for dealing with disease as a public health problem. 
The finding from the Tuberculosis Chemotherapy Centre, 
Madras (1959) that home treatment of the cases is as 
efficacious as sanatorium treatment led to the abandonment 
of compulsorily using the latter type of treatment all over 
the Western countries. These countries similarly had to 
abandon BCG vaccination programme which they had been 
implementing with such a zeal, when it was conclusively 
demonstrated (Baily 1980) through a big project in experimental 
epidemiology that the vaccine provides little protection 
against the disease, at least among adults. A sociological 
study (Banerji and Andersen 1963) had shown that a substantial 
bulk of tuberculosis cases in a community are already 
seeking treatment in various health institutions and that 
they can be easily diagnosed by sputum smear examination 
and offered supervised treatment. This led to the abandonment 
of massive case finding programmes through the use of 
market driven mass radiography units (Banerji 1993). 


4. When a nationwide sample survey of tuberculosis in 
1955-58 (Indian Council for Medical Research 1959) revealed 
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a high prevalence of the disease and only a tiny fraction 
of these get some sort of treatment, the political leadership 
with strong support from a dedicated band of tuberculosis 
workers, took the initiative to set up the National Tuberculosis 
Institute (NTI) at Bangalore with a specific mandate to 
develop a nationally applicable, socially acceptable and 
epidemiologically effective National Tuberculosis Programme 
(NTP) for the country within the then existing resource 
and other constraints (Banerji 1993a). The scientific bases 
of NTP were so compelling that the WHO Expert Committee 
_on Tuberculosis (1964) accepted that approach and recommended 
it for implementation all over the world. 

[s. The National Institute of Health Administration and 
Education (1971) was established to bring together India’s 
long experience in health administration to train what was 
termed as Managerial Physicians - physicians who have 
managerial, epidemiological and social and political 
competence - to strengthen the country’s health service 
system at strategic levels. The setting up in 1971 the 
Centre of Social Medicine and Community Health in the 
School of Social Sciences in Jawaharlal Nehru University 
(1986), with a mandate to work towards making medical 
and health services meaningful to all the people country, 
was another innovative step in promoting development of 
health services. 


6. The experience of contending with public health problems 
of the vast country over the long time span has led to 
the identification of many concepts and methods that are 
materially different from what had been followed in public 
health institutions in Western countries. The body of knowledge 
developed endogenously in the country which is tuned to 
the specific socio-cultural and economic conditions prevailing 
here is brought together and called ‘New Public Health’ 
(Banerji 1988), (WHO 1992) or ‘New Approaches to Public 
Health’(1996), to distinguish it from the conventional approaches 
followed in textbooks used in Western countries. WHO 
(1994) has come round to the ideas by including New 
Public Health in its Ninth General Programme of Work 
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and an Inter-regional Conference called by it has broadly 
endorsed the ideas and termed it as New Approaches to 
Public Health (WHO 1996). 


THE NEXT THREE DECADES 
EROSION OF THE GAINS 


It is most unfortunate that in the next three decades 
(1967-97), instead of building on the sound foundations 
laid by the political leadership with able support from a 
substantial group of competent and dedicated health 
administrators during the first two decades, the political 
authorities presided over the decay and degeneration of 
that precious heritage. | have done extensive work to 
analyse the causes of such a wanton desecration of this 
heritage. However, here | would confine myself to the 
bare minimum. 


Almost an obsessive preoccupation with the family 
planning programme all through the three decades at the 
cost of unpardonable neglect of the health service needs 
of the people, particularly the poor people, imposition of 
the so-called ‘international initiatives on health’ on the 
country during the last two decades by a formidable 
combination of ‘development aid’ agencies of many Western 
countries and international organisations and culminating 
in the early nineties in the massive and open involvement 
of the Western countries controlled World Bank and the 
International Monitory Fund in shaping social (including 
health), economic and political policies of the country in 
the form of pressure for privatisation and the so-called 
Structural Adjustment Programme (SAP) (World Bank 1993), 
are the major forces which led to the sharp decline in 
the quality of the health services in the country. This 
massive domination of key facets of life by profit seeking, 
market creating forces from Western countries bring back 
the memories of the colonial and imperialist activities of 
the British governments and the infamous East India Company. 
These three categories of factors will be very briefly referred 
to in the next section. 
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SIMPACT OF HAVING A SEPARATE DEPARTMENT OF 
FAMILY PLANNING SINCE 1967 


The year, 1967, marks an important milestone in the 
steep decline of the health services, which has ended up 
in the present state of its serious ‘sickness’. An almost 
pathological concern to push the family planning programme, 
by hook or by crook, has had a devastating impact on 
its poor cousin, the health services. While resisting to 
launch into issues of political economy of this situation 
(see, for example Banerji 1980), | would like it to be noted 
that this period saw fundamental changes in the power 
relations, both within the country and abroad. The political 
formations that had emerged within the country had little 
resemblance with the ones which were engaged in laying 
the foundations of the health services of independent India. 
Acquisition of power, patronage and narrow personal and 
family and sectional gains, at the cost of the suffering 
masses, were their dominant preoccupation. This gave 
the bureaucrats, who were later joined by certain foreign 
vested interests, a free hand to do what they found convenient 
to their intersts. There was thus a vicious politician-bureaucrat- 
foreign agencies nexus. Beyond their narrow, mostly mercenary 
and political interests, there was almost a total abdication 
of the responsibility by the upper classes, including the 
left-leaning ones among those, who dominated social and 
political systems. The gamekeepers became poachers. 
That the so-called intelligentsia chose to keep silent provides 
a poignant example of the depth to which this group had 
fallen since the days of the freedom struggle. 


Interestingly, this idea was of having a separate, 
bureaucrat dominated and well funded department of family 
planning was brought to India after some consultants of 
the Ford Foundation had persuaded the then President 
of Pakistan, Field Marshal Ayub Khan, to have a high 
powered bureaucrat as Commissioner of Family Planning 
, reporting directly to the President (Government of India 
1965), (Banerji 1971). In India, a separate department 
came into being with a secretary level bureaucrat at the 
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head. The political leadership both of the ruling party as 
well as the opposition, both which belonged to the ruling 
class, had been so morbidly terrified by the spectre of 
rapidly rising population of the country through a well 
orchestrated media and ‘education’ campaign by foreign 
agencies’. that they thought that the bureaucrats, who 
were still conditioned by the colonial hangover of maintaining 
law and order and extracting revenue from the masses, 
‘will be able to deliver the goods’ needed for population 
control. It was a very conscious political decision. They 
were also strongly backed consultants from various foreign 
countries. Thus was born the notorious target oriented 
time bound approach to the programme. This terror has 
been continued for full thirty years. Thé political leadership 
allowed the bureaucrats to make the people ‘targets’ of 
their own ‘democratic’ government. The inevitable failure 
of such a ham-handed approach led to further escalation 
of coercion of the masses to submit to sterilisation, till 
it reached its crescendo during the days of Emergency 
in 1975-77, when more than nine million persons were 
made to subject themselves to vasectomy (Banerji 1977). 


In the course of time , as is their wont, bureaucrats 
rapidly expanded their sphere of influence and openly 
dominated the decision making process for which they 
were neither qualified, nor could they be held accountable 
for their decisions as they were frequently transferred to 
other ministries. Because of the overriding priority given 
to the programme, the plan allocations jumped a phenomenal 
10,000 fold - from Rs 6.5 million in the First Plan to Rs 
65,000 million in the Eighth Plan. However, despite this, 
the population continued its relentless growth - according 
to the Census reports, it grew by about 85 million in the 
fifties, 109 million in the sixties, 137 million in the seventies, 
and a colossal 160 million in the eighties (Banerji 1992c). 
These data provide strongest indictment of the bureaucrats 
who had totally hijacked the programme together with what 
is termed as ‘family planning related health programmes’. 
But it made no impression on their political masters or 
their advisors from abroad. Work has gone on in the same 
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way since the 1991 Census. Some three years ago a 
‘high powered committee’(Governament of India 1994) had 
called for drastic changes in the programme. Bureaucrats 
have not cared even to respond to it. The ministers-in- 
charge, who themselves have as high a turnover as the 
bureaucrats, perhaps did not find time to understand the 
main recommendations. The only ‘concessions’ made by 
the bureaucracy is to finally abandon the much hated 
target approach to family planning. 


The family planning programme has thus been a massive 
national catastrophe which has caused so much of damage 
to the country - waste of enormous amounts of resources; 
forcing the country to accommodate an extra 400-450 
million people during the thirty year period; inflicting so 
much of humiliation and suffering to the people and to 
myriad of health workers all over the country; and, causing 
wanton damage and destruction to the health service system 
of the country. 


Unfortunately, when last of the IMS cadre of health 
withered away at the very time of the formation of the 
separate department and, unlike the ICS, the IMS was 
not replaced by an alternate all-India service cadre. Key 
positions, which needed the competence of managerial 
physicians, got filled by physicians who were patently 
unequal to the task. This helped the bureaucrats to expand 
their sphere of influence: it has been competition between 
incompetents. This led to a virtual glorification of mediocrity, 
with all its disasterous consequences. Significantly, those 
who took the position of being leaders of the profession 
did virtually nothing to stem the downward slide. Indeed, 
they actively participated in the desecration process by 
approving the decisions. Those who dared to speak were 
effectively silenced. The rudimentary system, which was 
nurtured with so much of care during the first two decades, 
instead of taking off from there, had to suffer unpardonable 
neglect. This affected almost every part of the system: 
rural health services, the national health programmes, 
hospitals and medical care services, health information 
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system, education and training of different categories of 
health workers and research and development activities. 
Key public health institutions like the Indian Council of 
Medical Research, National Institute of Health and Family 
Welfare ( a successor to NIHAE), All-India Institute of 
Hygiene and Public Health, National Institute of Communicable 
Diseases, the NMEP Directorate and NTI have become 
victims of this neglect and they have been reduced to 
being ‘ghosts of their former selves’. On the basis of 
these data | have described the thirty-year old family planning 
programme as the biggest and blackest blot on the landscape 
of the health.services in India; it has been acting as a 
ferocious bull in the china shop of the health services. 


IMPOSITION OF ‘INTERNATIONAL INITIATIVES’ HEALTH 
THE COUNTRY 


The Alma-Ata Declaration of 1978 (WHO 1978) had been 
a watershed in the achievements in the struggle of the 
poor peoples of the world to gain access to health services. 
Health as a fundamental human right, people, rather than 
technology, as the central concern, social control over 
health services, intersectoral action on health, integration 
of health services, total coverage of the population, use 
of only essential drugs and inclusion of traditional systems 
of medicine within the services, are some of its key components. 
Incidentally, virtually all these elements were highlighted 
in the reports of the Sokhey and the Bhore committees. 
This daring declaration of self-reliance by the poor of the 
world brought swift and sharp response from the rich. 
They ‘invented’ the idea of Selective Primary Health Care 
(Walsh and Warren 1979) to nip the Alma-ata Declaration 
in the bud. The rich countries commandeered the till then 
highly respected and professionally competent organisations 
like the WHO and UNICEF to open a virtual barrage of 
some specific programmes selected by them. These programmes 
were an almost antithesis of the Alma-Ata Declaration: 
they were technocentric; they were imposed on the people 
from above; they made the poor countries dependent on 
the rich for funds, supply of vaccines and other logistic 
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supports, such as the cold chain; they were certainly 
not cost-effective (Banerji 1990). Out of many of these, 
an extended reference will be made to one of them and 
a passing mention will be made two more ‘initiatives’, 
which can claim ‘credit’ for adding their mite in dragging 
the country’s health services to their present iamentable 
state. 


As if out of the blue, they told the concerned authorities 
in the poor countries that the six vaccine immunisable 
communicable diseases (tetanus, whooping cough, diphtheria, 
poliomyelitis, childhood tuberculosis and measles) are the 
principal causes of infant mortality in the these countries, 
although we had known all along that they accounted for 
a tiny fraction of the mortality and morbidity. Later it 
turned out that the purpose of whipping up of interest 
in these diseases was to create market for the vaccines 
that were being churned out by the fast developing biotechnology 
industry in the rich countries. Thus, we see the horrendous 
spectacle of the market forces stooping to the utterly 
unethical practice of ‘manufacturing’ health problems to 
fit in with the products brought out from their industries. 
Equally significantly, the bureaucratic head of the Union 
family planning department chaired a ‘Task Force’(GOvernment 
of India 1985) which warmly applauded and recommended 
for implementation the Universal Immunisation Programme 
(UIP) in India. It did not occur to these top officials that 
the country did not even have the baseline data on the 
incidence of the six diseases; nor was the Task Force 
competent to assess the protective values of the individual 
vaccines under the epidemiological conditions prevailing 
in India. There were, besides, numerous other infirmities 
which were published in important journals and especially 
pointed out to the international organisations as well as 
the family planning department (see, for example, Banerji 
1984, 1990). These were simply ignored by them and UIP 
was launched in 1985 as a five year programme. Like 
family planning, UIP was accorded the top priority (obviously 
at the cost of other health programmes) and targets for 
achievement were allocated to health workers/institutions. 
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Not surprisingly, an independent evaluation in 1989 (Gupta 
and Murali 1989) revealed that the UIP has miserably 
failed to attain the objectives that had been laid down for 
it. There were massive failures in vital areas of the programme. 
The authorities refused to read even this bold writing on 
the wall and continued with the propaganda [(they have 
called it ‘social marketing’ (Manhoff 1984)] about the ‘success’ 
of UIP. In 1993, a well designed National Family Health 
Survey (International Institute for Population Studies 1994) 
funded by none other than the US Government, revealed, 
among others, that only about 30 per cent of the eligible 
children were fully covered by the UIP. Even these data 
failed to make the authorities reconsider their strategy. 
This gives an idea of the degree of dogmatism among 
those who called themselves scientists and who were so 
deeply imbibed in the much acclaimed scientific approach 
of the Western civilisation. Market and political interests, 
obviously, transcended commitment to scientific principles 
and methods. Their Indian counterparts, including the political 
functionaries, had totally surrendered their faculty of thinking 
to the ‘experts’ from abroad. 


The World Bank openly took over the responsibility 
of planning, designing, organising and supervising India’s 
National AIDS Control Programme (NACP) thruogh the 
National AIDS Control Organisation (NACO) for five years 
since 1992 (Government of India 1995a). They could exert 
so much of power because they met most of the expenses 
in the form of a ‘soft loan’. Once again, they paid scant 
attention to some basic flaws pointed out to them by ‘outsiders’ 
(see, for example, Banerji 1992a, 1996). Once again, the 
fears expressed by the latter have turned out to be scientifically 
justified and once again they authorities concerned have 
refused to learn lessons from their mistakes (Banerji 1996). 


India’s National Tuberculosis Programme (NTP) (Banerji 
1993), which was so warmly received all over the world 
as early as in 1964 (WHO 1964), could not be implemented 
properly because of the enormous damage caused to 
the health services by the highly favoured position given 
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to the family planning programme and to the various international 
initiatives imposed on the country. It suffered because 
of erratic supply of drugs, inadequate efforts to make 
sputum examination of the symptomatic cases and poor 
development of a treatment supervision system and referral 
mechanism, and so on. 


It is a grim irony that the very international agencies 
and their supporters from Western countries, who had 
been responsible for some of the most serious causes 
for the failure of the NTP should have come forward with 
a proposal of having what they called the ‘Revised National 
Tuberculosis Control Programme’ (RNTCP) (Government 
of India 1995b) for implementation in India. The same 
blunders were committed in designing RNTCP. Following 
their now well known propensity to dogmatism and refractory 
to well substantiated scientific data, they did not care 
look into the work done in India. Instead, they derived 
inspiration from the management of AIDS related tuberculosis 
work done in New York and some tuberculosis work done 
by an expatriate worker in Malawi and Tanzania (Anil P 
1994). Directly Observed Treatment with Short course 
chemotherapy (DOTS) is the sheet anchor of the RNTCP. 
Enormous amounts data were mobilised to call into question 
the RNTCP_ and to offer an alternative, did not move 
the crusaders (Banerji 1997a). This programme, which 
has been conclusively shown to unsustainable, economically, 
administratively and epidemiologically, was pushed through. 
We now have wait for our forebodings to be tested under 
field conditions before we could hope to ensure that a 
solid enough infrastructure of health services is built to 
sustain India’s own NTP. This is not because it is Indian, 
but because it is sociologically, epidemiologically, administratively 
and economically far superior to RNTCP. In any case, 
can one have a sound RNTCP over a weak infrastructure 
of health services? 


Postscript : During my recent (Aug. 26-Sept. 9, 1997) 
visit to West Bengal, | found that already the feedback 
data on RNTCP implementation seriously question the 
bases of its formulations. 
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CHAPTER IV 


THE PRIVATE SECTOR AND 
THE STRUCTURAL ADJUSTMENT 
PROGRAMME 


RAPID EXPANSION OF THE MEDICAL SERVICES 
IN THE PRIVATE SECTOR 


got a push with the start of the medical colleges as 

far back as in 1835. It has been steadily expanding 
since then. However, by its very definition, these services 
are accessible only to those who can find money for the 
‘entrepreneur’. There has been a particularly rapid expansion 
of the private sector during the last decade and a half. 
The failure of the public sector personnel to perform their 
duties has created a very big ‘market’ for the private 
sector (Banerji 1990). An attempt has been made to give 
respectability to this sector against the backdrop of SAP. 
SAP has also made the market more luctative by enabling 
the rich to become richer. However, increasing dominance 
of this sector has brought in its wake all the features 
of a ‘free’ market - greed for profiteering; sub-standard 
medical practice; open violation of medical ethics; criminal 
medical negligence; and so on. Poor have to be at the 
receiving end in this scheme of things. The surveys conducted 
by the NSSO (1992) and NCAER (1992), which have been 


| t may be recalled that private practice in Western medicine 


referred to earlier, have hoisted the danger signal. The 
poor have to pay more for the same services. Medical 
expenditure is next only to dowry expenditure as the 
cause of rural endebtedness. 


Yet another phase in the development in the private 
sector is being manifested in the health sector being considered 
as a growth area for what is called the ‘health industry’. 
Investors in this industry are covetous about the market 
potential of India’s ‘burgeoning middle class’. 


While India is being exhorted by international banks 
to reduce public expenditure in health and undertake cost 
recovery from users of the services, it is conveniently 
forgotten that in Europe and in Japan the percentage of 
public expenditure in health is over 80, while it is only . 
23 for India; even in the USA it is over 50 per cent 
(Sengupta 1994). It is a strange logic. But that is how 
banks behave when the borrower/beggar is a pauper. The 
conditions set for allowing entry to the global village is 
that the country will have to serve as bonded labourer 
to fat cowboys and kulaks of that village. 


HEALTH SERVICES AND THE STRUCTURAL ADJUSTMENT 
PROGRAMME 


A devastative blow was struck in the first Union budget 
after India’s submission to the conditionalities laid down 
by the World and the International Monetary Fund (WB/ 
IMF). There was a 20 per cent cut in the allocation to 
health services as compared with the one in the previous 
year (World Bank 1993, 1992). This cut is without accounting 
for the rise in prices since then. Worse still was that the 
cut was much more on programmes meant for the many 
than on those meant for the few. For example, there was 
a 40 per cent cut for the malaria programme, 20 per cent 
cut for tuberculosis and, at a time such severe resource 
crunch, about one-fourth of the budget was assigned to 
the World Bank’ WHO designed NACO to run the NACP. 
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The cut was so thoughtless that even WB/IMF (World 
Bank 1992) felt concerned about it and the authorities 
dutifully softened the blow in the next year’s budget. But 
the damage was already done. The states could not sustain 
the already ramshackle NMEP and there were severe outbreaks 
of ‘malignant’ malaria in different parts of the country, 
resulting in hundreds of thousands of cases and thousands 
of deaths. 


The World Bank has produced three ‘technical’ 
documents on ‘health sector’ to articulate their thinking 
on the subject. They turn out to be documentary evidence 
of the lamentably poor level of scientific work done by 
personnel on behalf of the Bank. One of them has a 
heading of Health Sector Financing in India (World Bank 
1992). It mixes up the issue of financing with the much 
wider issue of health policy formulation (Banerji 1994). 
The foreign consultants hired for this work did not have 
even the minimum competence required for entering those 
wider fields, yet they had no qualms of conscience in 
making recommendations which were of far reaching consequences 
for the health services of the country - a classic case 
of authority without responsibilty. Who said conscience 
mattered when it came to making promote free market 
by banking organisations? There was little consideration 
of political issues involved in their recommendations, both 
national and international. The pretension was that these 
are ‘apolitical’ issues. There is no mention of the blatant 
incongruity of having bureaucrats occupying key posts. 
This is probably because the WB Team itself was biissfully 
unaware of the social and political dimensions of health 
and health services, the need to have interdisciplinary 
research to optimise complex systems, complexities of 
the human ecology triggered by the rise of population 
over the past three decades and interrelation of epidemiological 
behaviour of diseases with the exceedingly poor levels 
of environmental sanitation and nutrition affecting the 
bulk of the population. | have summed up the grossly 
inept performance by health economists from the US elsewhere 
(Banerji 1997) in a chapter which carries the heading: 
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‘Practice of Public Health Quackery by Economists’. 

An edited book on control of communicable diseases 
in developing countries (Jameson 1993) lays bare the 
astonishingly inadequate understanding of the issues involved 
by almost all the contributors. While the problems pertained 
to the poor countries, it so happens that all the contriibutors 
belong to Western countries. The centrepiece of the 
presentations is the new invention of the concept of 
‘Disability Averted Life Years Saved’-called DALYs. This 
is a shockingly value loaded proposition. Who is going 
to decide who is to be ‘saved’ by the self appointed saviours 
of fallen people? Crusaders as they all are, all the contributors 
religiously followed the principles underlying DALYs without 
questioning the revealed wisdom of the WB/IMF oracles. 
It would have been even more comical had it not been 
so tragic. The contributors religiously accepted the validity 
of the ‘model’ for calculating DALYs. They did not have 
any pangs of conscience when they used atrociously unreliable 
data in calculation DALYs values of different diseases in 
the vastly different countries of the world and dared to 
allocate them priorities for action. Historians of public 
health of this period will look in amazement at the extent 
of manipulation of concepts, methods and the database 
by the dominating Western countries to subserve their 
preconceived notions as to what ought to be done for the 
developing countries. 


In retrospect, one can venture to guess that the Bank’s 
health economists’ use of health financing as a tool for 
health policy formulation in developing countries and its 
experts on communicable diseases projecting DALYs as 
a major conceptual breakthrough could have been a prelude 
to the use of the title of the World Development Report 
of 1993 as ‘Investment in Health’. A bank’s ultimate object 
is to find areas for investment for making profits. Commodification 
of medicine and corporatisation of medical services isa 
logical outcome of perusal of this objective. The ‘experts’ 
of various kinds were chosen carefully by the Bank to 
lend legitimacy to its desire to open up new markets for 
its paymasters. 
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CHAPTER V 


THE KERALA AND THE SRI LANKA 
DEMOGRAPHIC PHENOMENA 


were the first areas in the Region, indeed in the 

world, which manifested the distinctive phenomenon 
of steep falls in the vital rates while they were still having 
a heavy load of poverty and hunger. In terms of access 
of people to protected water supply and good environmental 
sanitation and proper disposal of human and kitchen wastes 
too they were at least not very distinct from other states 
of India or countries of South Asia. Although Kerala, 
with a population of about 30 million is among the medium- 
sized states of India, Sri Lanka, located nearby, is an 
independent state with a population of around 20 million. 
It was observed at that time that both these population 
groups had _ high rates of literacy, particularly female 
literacy, a reasonably efficient public distribution system 
for subsidised food, had implemented land reforms and 
had good access to public funded health services. 


S ome three decades ago, both Kerala and Sri Lanka 


Since then this conventional wisdom has been called 
into question (Mari Bhat and lIrudayarajan 1992). Many 
other areas in India, such as Goa, Tamil Nadu and Dakshin 
Karnataka district of Karnataka state have shown similar 
demographic transformation without manifesting the four 


distinctive features observed in Kerala and Sri Lanka. 
While | have no data on Sri Lanka, there are distinct 
indications that the four well publicised causes do no 
actually explain the phenomenon in Kerala. The demographic 
changes have occurred among the landless populations 
who did not benefit from land reform; although Kerala has 
long attained universal literacy, there are sharp regional 
and inter-religious variations in the state (Government of 
Kerala 1003); there are now many studies which question 
the claim that the state has an effective and accessible 
health services (see, for example, Jagadeesan 1997); 
finally, the food distribution system is not accessible to 
a large section of the population who do not having the 
buying capacity, yet the demographic changes have been 
observed among these people too. There is thus a strong 
case for a more intensive study of this very significant 
phenomenon which is being observed in many parts and 
in many countries of South Asia. 
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CHAPTER VI 


AGENDA FOR ACTION 


A NOTE ON THE HEALTH SERVICE SYSTEMS 
IN BANGLADESH, PAKISTAN NEPAL 
AND SRI LANKA 


known initiative of President Ayub Khan on family planning, 

the experiment of the Aga Khan University in medical 
education, including its social orientation and the Hamdard 
Foundation’s efforts to promote the Unani system. 
Bangladesh can claim credit for having by far the most 
rational drugs policy in the Region and among the developing 
countries (Choudhuri 1996). Similarly, Nepal has experimented 
with a simpler form of education in Western medicine. 


fis aware that in Pakistan, there has been the well 


| have available to me only a few documentats (for 
example WHO 1984) concerning analysis of the health 
services system of Sri Lanka, including the very critical 
area of study of the demographic changes that have taken 
place there, which are so strikingly similar to Kerala. 


| look forward to documentation of the studies in 


this and other areas from the participants of Sri Lanka. 
| also do not have adequate information to relate the 
present health services even in Bangladesh and Pakistan 
to the pre-1947 conditions that prevailed there. For these 
countries, the detailed account of pre- and post-1947 
India given in this monograph will have to be complemented 
with the first hand accounts received as contributions 
from participants from these countries. 


REGIONAL COOPERATION IN HEALTH SERVICE 
DEVELOPMENT 


Obviously, the focus here has been on the health 
services in India, because it flows from the analysis made 
in the foregoing. This raises a crucial issue for developing 
agenda for any country of the Region. The prime mover 
for action must come from the countries concerned. Even 
the common heritage shared by the countries can not 
justify any ‘prefabricated’ models: following what the international 
agencies call ‘global programmes’ is simply out of the 
question. It does not imply that these countries become 
insular and do not try to find out what is happening elsewhere 
in the world. Regional and international cooperation must 
be based on a solid foundation of endogenous public 
health competence. This should be the approach to be 
followed in developing regional cooperation in health service 
development in South Asia. 


The pre-1947 experience is also a common heritage 
of Bangladesh and Pakistan. These countries as well as 
the other two can also gain from the wide range of experience 
of the pre-1947 India. A careful study of the half a century’s 
experience, briefly referred to in the foregoing in India 
by health administrators and public health scholars of 
individual countries of the Region can also prove to be 
valuable in certain carefully delineated areas. These would 
certainly be more ‘valuable’ than the experiences in controlling 
AIDS related tuberculosis in New York or some expatriate 
getting more than his due attention for his not very well 
documented work in Malawi or Tanzania. The approach 


84 


had to be highly selective and this can be done only when 
there is a reasonably profound experience among the 
scholars of the health service system of the country 
concerned. Concerning India, for instance, the country’s 
universally acclaimed research contributions, such as home 
treatment of tuberculosis patients or the primacy of meeting 
the calorie needs for dealing with protein malnutrition, 
can be accepted as a component of scientific knowledge 
in health administration/public health. The other less well 
defined contributions, such as cadre structure, social 
orientation of medical education and use of the approach 
of operational research in optimising complex health service 
systems, could also be utilised for developing hypotheses 
for testing under the specific conditions prevailing in the 
countries. 


Finally, as has been repeatedly pointed vut in the 
foregoing, India provides rich data on how NOT to run 
certain programmes. The misconceived and often poorly 
formulated international initiatives, of course, are the common 
menace to the health services of all the countries of the 
Region. This is an important area for cooperation among 
countries of the region, indeed of all the poor countries 
which are the victims of pressure and manipulation by the 
international agencies and their supporters. 


AGENDA FOR ACTION IN INDIA 


| have already worked out in some detail the ‘prescription 
for the malady that afficts India’s healthh service system 
in the manuscript of my larger work entitled: /ndia’s Forgotten 
People and the Sickness of the Public Health Services 
- A Prescription for the Malady Banerji 1997b). | am presenting 
a summary of the ‘prescription’ here. | would stress that 
the public health system ought to be visualized as a complex 
whole, with its myriad components in complex interaction 
with one another. Adoption of a simplistic approach to 
such a complex system, as has been so often done in 
the past, leads to a prescription for disaster. At least the 
key variables of the system must be identified and studied 
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in their complex interaction with one another. It is asserted 
that this will require use of interdisciplinary research 
methodologies, as was done while formulating NTP. India 
also has the particular advantage of learning from its 
past experience of health service development. 
Conceptualisation of a primary health centre as a part 
of a more extensive community development programme, 
social orientation of education and training programmes 
for different categories of health workers, conducting health 
systems research and training of managerial physicians, 
entrusting people’s health in people’s hands, are some 
of the major components of India’s public health heritage. 
| would also like to refer to concepts and methods embodied 
in the thinking behind idea of New Public Health (Banerji 
1984). It brings together, on the basis of the experiences 
in this country and abroad, the concepts and methods 
which are rooted in the socio-cultural, economic, 
epidemiological and political conditions that prevail in 
a population; instead of imposing a prefabricated package 
of technology on the people, here the focus is to subordinate 
technology to the needs of the people in the specific 
contexts that prevail there. 


The prescription for the malady is divided into measures 
for immediate action and measures which extend for a 
much longer period. 


By far the most urgent and important measure, which 
brook no delay, will be to create political conditions which 
will impel the political leadership to initiate steps to undo 
the enormous damage that has been inflicted on the system 
because of unforgivable neglect of the the health services 
for the many years. Obviously, to respond to such political 
demands, the leadership will have to perform the crucial 
task of creating conditions for some of the most competent 
experts of the country to come together in some or all 
the key institutions to form ‘critical masses’ to rejuvenate 
the training, research and educational activities of these 
institutions. Personnel trained in these institutions will be 
groomed to fill key positions in the top administration of 
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the health services, both at the Union and state levels. 
As the number of the specially trained managerial physicians 
grow, the generalist administrators who are now making 
decisions for which they are not competent, will be rolled 
back to roles for which they have competence. | visualize 
a situation when the top post of secretaries in the ministry 
of health, both a the Union and state levels, will be filled 
by managerial physicians. 


The vertical programmes will be integrated with the 
general health services with view to their ultimate transfer 
to the state health services. Similarly, the family planning 
department will be merged with the department of health 
at the Union and state levels. While experts from foreign 
countries and international organisations will be welcomed 
to inject the much needed fresh perspectives to health 
service development, conditions will be created to make 
it impossible for them to impose their own prefabricated 
agenda on the health services of the country. They will 
have dialogues with their Indian counterparts as equals. 


Special attention will be paid to strengthen the services 
in the less developed areas of the country to reduce and 
then remove at least gross regional disparities in the country. 
Particular attention will also be paid to the question of 
decentralization of power from the centre to the state and 
from there all the way to villages and municipal wards. 

The question of increased budgetary allocations is 
being deliberately left to the last, because funding should 
be increased ONLY after it is ensured that the system 
has become efficient enough to make effective use of 
whatever funds that are already available. 


Of the recommendations which will require extended 
time frames, top priority is to be assigned to giving primacy 
to the people. People’s response to epidemiologically assessed 
health problems will be used to choose people oriented 
technologies, which, in turn, will determine the organizational 
structure and management strategy. 


Efforts will be made on a priority basis to expand 
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the capabilities of the-panchayati raj and nagar palika 
institutions so that they can take over the responsibilities 
for running the public health services. It is visualized that 
this will include formation of local cadres and administrative 
and technical control of the staff for larger administrative 
zones. At a later stage, some of the local bodies may 
even take over the running of medical colleges. 


A very crucial element of the prescription for improvement 
will be to ensure that the programmes taken up for implementation 
are cost-effective. This will require extensive use of methods 
of operational research and systems analysis (Banerji 
1985: 317-23; 1993) which are meant to find ‘optimal 
solutions to problems which have complex, systemic character; 
in other words, ensuring that the available resources are 
used as effectively as possible. Health systems research 
to ‘optimise’ systems will determine manpower planning 
policies, programmes and production and evaluation. It 
may be pointed out that the approach suggested here is 
fundamentally different from the much publicised concept 
of ‘Essential National Health Rsearch’ (ENHR) projected 
by the high profile International Commission on Health 
Research Development (1990). Without going into the 
details of the functioning of the Commission and the report 
brought out by it and the Task Force which was subsequently 
set up (see, for example, Banerji 1992b), it will suffice 
to state that for all the expenses incurred and extensive 
public relations excercise carried out, the exponents of 
ENHR can not point to a single instance where ‘essential’ 
research has been carried out in a country, even a tiny 
one with a population of a few million, which has had a 
national impact on its public health services (Council for 
Health Research for Development 1997). The ENHR experience 
underlines the extent of the care needed for conducting 
health systems research. Indeed, the Commission could 
learn a great deal from India’s experience in this field. 


An associated priority area will be development of 


a more appropriate health service cadre structure. This 
has to built on the basis of the requirements for decentralized 
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health services running ‘down’ to the village level. Nevertheless, 
in very broad terms, it can be visualized that all the new 
entrants to health services must spend a fixed period of, 
say, five years to serve as general duty medical officers 
before they are allowed to specialize. After that, there 
could be four lines of specialization: managerial physicians 
to administer public health services as integrated wholes 
at different levels; specialist physician cadre to run specialist 
services in medical care institutions; teaching cadre for 
medical colleges for undergraduate and postgraduate education; 
and, a specialist public health cadre for running specialised 
public health laboratories of various kinds and other institutions. 


Endogenously developed ideas which should form 
the contents of the speciality of health economics. Here, 
the emphasis will be on development of interdisciplinary 
competence to optimise the functioning of complex public 
health service systems (Banerji 1994). An alternative to 
the existing approach to AIDS as a community health 
problem (Banerji 1992, 1997) which stresses the socio- 
cultural dimensions of the problem with special reference 
to the risk groups, apart from developing an epidemiological 
approach which deals with the disease as _ an integral 
component of the health services. 


Enforcement of ethical standards through the Medical 
Council of India, policy issues in the promotion of endogenously 
developed folk medical practices and the indigenous systems 
of medicine and homeopathy and intersectoral action to 
improve the health status of the forgotten people form 
components of the long-term prescription for the malady 
(Banerji 1997). 
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CHAPTER VII 


MECHANISM FOR IMPLEMENTING 

AGENDAS FOR HEALTH SERVICE 

DEVELOPMENT IN THE COUNTRIES 
OF SOUTH ASIA 


in the foregoing section should not be considered, by 

any means, as THE agenda for action for India. There 
is scope for suggesting alternative agendas which might 
turn out to be superior to the one suggested. Considering 
it as a ‘model’ for the other countries of the Region is 
thus out of the question. Nevertheless, it ought to be 
recognized that formulation of an agenda for action requires 
considerable research rigour; in this case, it is interdisciplinary 
research, using such approaches as operational research 
and systems analysis. 


| t may be emphasised again that the agenda suggested 


The alternatives must not be based on arbitrary, 
preconceived, often market driven scientifically faulty assuptions 
or dogmas. It requires scholarship of considerable depth. 
| have no illusions about the virtually insumountable problems 
of getting political action in India even to make a start 
with the process of building a ‘critical mass’ for initiating 
the long, grinding journey to undo the enourmous damage 
done to the public health services of the country particularly 
during the past three decades. | am also not unaware 


of the sheer muscle power of the international forces. 
Imposition of simplistic approaches suggested by uninformed 
and self-righteous, self-styled experts, both from within 
the country and abroad, will further add to the damage 
already inflicted. Thomas Mann (1988) the ‘father’ of WHO’s 
Global Programme for AIDS (GPA) of WHO, initiated in 
the early eighties, has now distanced himself from the 
GPA, which was based on the ‘linear theory’ and, instead, 
has advocated the adoption of the ‘Chaos Theory’(Mann 
1991), now fasionable in the industrial world, for GPA. 
The line between chaos theory and landing into actual 
chaos is very thin indeed. Only commitment to scientific 
rigour in the formulation the prescription for action with 
insure against falling into chaotic abyss! - 


The ‘macro’ prescription suggested for India in the 
foregoing does refer to the improtant problem of regional 
variations within the country. But it bears repetition that, 
within a broad, flexible framework, the structure of the 
health service systems will vary widely - from Kerala to 
Tamil Nadu to Goa to Karnataka, what to speak of Bihar, 
Orissa, Assam and other states in the North-east. Indeed, 
within a single state there can often be pronounced regional 
variations. | can be reasonably certain in assuming that 
varations of this type also exist in the other countiries 
of the Region. That will pose an extra challege to sholars 
of public health in the Region. 


There are, however, certain concepts, guiding principles 
and social and political commitments which are of lasting 
value and which can be used within a wide range of variations 
in the countries of this Region. Many of them have been 
referred to in the foregoing account of the health service 
development in the pre- and post-1947 periods, including 
those mentioned in the reports of Sokhey and Bhore committees. 
A large number of them have been brought together in 
the comprehensive Alma-Ata Declaration. The prmotion 
of the of the ill-conceived idea of Selective Primary Health 
Care, which opened up a barrage of international initiatives 
on the countries which had dared to take the first tentative 
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steps towards the implementation of the Declaration, is 
a glaring instance of the muscle power of international 
forces. Fortunately, failures of these programmes has stimulated 
renewed interest in the approach of Primary Health Care 
enunciated at Alma-Ata. 


Columbia deserves gratitude of the developing countries 
for mobilising the countries of the Non Aligned Movement, 
as its current Chairman, to push through the Resolution 
no.WHA 50/27 in the Fiftieth World Health (1997) Assembly 
to bring back the approach of Primary Health Care at the 
centre stage of WHO. Among other issues, the resolution 
‘requests the international and multilateral institutions and 
agencies: 


(1) to provide within their mandate, greater support and 
resources to facilitate health sector reforms in developing 
countries that is designed to acieve equity in health care 
for their populations, 


(2) to identify obstacles to health for all and to support 
and uphold the self-reliance of these countries in charting 
their own path in health and human development, 


(3) to implement the relevant conclusions of the summits 
and conferences of the United Nations system that address — 
health problems and and make recommendations in this 
field.’ 


It will be difficult not to be cynical about these solomn 
resolutions. However, this move does indicate some unease 
among the dominant global powers about their role in 
precipitating the existing state of affairs in the developing 
countries. Even if it is mere lip service, it can provide 
an entry point to concerned public health workers in the 
countries of this Region to push their agenda for action. 


If the existing state of affairs were to improve, it is 


essential that each country develops its own ‘crtical mass’of 
highly competent, socially committed, hardworking public 
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health personnel. These have to be produced endogenously. 
Only after this step can they start collecting all relevant 
information on aspects of the health service system. 


Additional ideas can be developed by acquiring 
documents on similarly placed countries of the Region. 
Making available such needed information can be a starting 
point in developing Regional cooperation for health service 
development. It may be emphasised that, at least to start 
with, such a clearing house ought to be located in the 
already existing institutions in the Region. There could 
also be Regional meetings specifically designed to have 
wothwhile exchange of views on areas of common interest. 
There could also be Regional collboration in coducting 
research in fields of common interest. . 


Particular care has to be taken in having exchange 
of ‘experts’. They have to be of proven competence and 
they do not come with prefabicated solutions to the local 
problems. They must work together with their hosts to 
find solution to problems for which they have been hired. 
India’s experience in having international cooperationg 
for formulation of its National Tuberculosis Programme 
(Banerji 1993) provides a good example of such cooperation 
on equal footing. Obviously, because of a wide area of 
shared heritage, it is desirable to get such expert help 
from within the countries of the Region. 
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Debabar Banerji (6.1930) had 
taken the crucial decision to set 
his face against conventional practice 
of Western medicine tn India and, 
instead, undertake a lifelong work 
for the development of a people 
oriented medical technology for 
the health services, while he was 
still a student in the Medical College, 
Calcutta (1948-53). The focus was 
on the standpoint of the people, 
particularly the unserved and the 
underserved. This commitment has 
taken him to work as a physician 
in Western Tibet and in interior 
Hialayan regions (1956-59), as 
a sociologist at the National 
Tuberculosis Institute. Bangalore 
(1959-64) and as a teacher at 
the National Institute of Health 
Administration and Education, New 
Delhi (1964-71) and at the Centre 
of Social Medicine and Community 
Health of the School of Social 
Sciences, Jawaharlal Nehru University 
(1971-91). He has been given the 
status of an Emeritus Professor 
of the University after his retirement. 


In the course of his long 
academic career, he has published 
a large number of research papers 
in learned journals, both within 


_ the country and abroad. His writings 
* have formed chapters in some 
, thirty edited books. He has also 
» brought together his long research 

. activities in the form of eight books. 
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